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Editorial Comment 


Physicians During these trying times, it 
Need is more important than ever 

. before, that you arrange to 
Vacations 


get away from your office and 
from your practice for a few weeks or a few 
days in order to relax. 

Each of us has had to assume added re- 
sponsibilities and additional burdens in con- 
nection with the war effort. A vacation will 
give you renewed vigor to carry on the work 
which lies ahead. 

We can offer no better suggestion than 
that you arrange to attend the Eighth An- 
nual Meeting of the American College of 
Chest Physicians. We can think of no bet- 
ter place to relax than at Atlantic City, the 
ideal convention city. The hotels of Atlantic 
City have made arrangements for your every 
comfort during the College meeting and for 
the meeting of the American Medical Asso- 
ciation. 

The program committee has again arrang- 
ed an excellent program (see page 157 for 
further information). The scientific exhibits 
will be as interesting as any shown at pre- 
vious meetings of the American Medical As- 
sociation. A number of the Fellows of the 
College will exhibit. 

If you want good fellowship, you will find 
it at the College meetings. If you want the lat- 
est information concerning scientific achieve- 
ment or the latest developments regarding 
war medicine, you will find this too at the 
College meeting this year. 

May we suggest that you write today for 
your hotel reservation. The American Col- 
lege of Chest Physicians will hold its meet- 
ing at the Hotel Dennis from June 6-8. A 
joint session with the American Bronchoeso- 
Phagological Association will be held on Mon- 
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day, June 8th. The American Medical As- 
sociation will meet from June 8-12. We'll be 
looking for you! Committee on Arrangements. 


Revised Standards 


Of Chest X-Ray , 
published the revis- 
By U. S. Army ed section XIII con- 


cerning “Lungs and Chest Wall” as released 
on March 28, 1942, by the Office of the Sur- 
geon General, U. S. Army. The Council on 
Military Affairs of the American College of 
Chest Physicians takes this opportunity to 
extend its congratulations to the Surgeon 
General of the U. S. Army and to the Sub- 
Committee on Tuberculosis of the Committee 
on Medicine of the National Research Council 
and to all of the other agencies which have 
cooperated in bringing about these worth- 
while changes. 

The regulations which were previously in 
effect worked a hardship upon many indi- 
viduals, and in some cases, the United States 
Government was deprived of highly trained 
officers and men who were rejected because 
of the erroneous interpretation of physical 
findings shown on the x-ray plates. The 
Council on Military Affairs of the College 
feels that the physical findings and interpre- 
tation of those findings have now been clari- 
fied, and that these new regulations will 
benefit both the Army and the citizen. The 
Council wishes to call particular attention 
to the fact that the x-ray films of rejected 
registrants are being forwarded to the State 
Director of Selective Service of the state from 
which the registrant is selected. It is our 
hope that these films and records will soon 
be classified and followed through by each 
State Health Department. C. M. H. 


In this issue of the 
Journal you will find 
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The Treatment of Tuberculosis in the Mentally IlI* 
Evaluation of 66 Cases at the Hudson River State 
Hospital, Poughkeepsie, New York 


ALEKSEI A. LEONIDOFF, M.D., F.A.C.P.** 
Poughkeepsie, New York 


The general problem of the fight against 
tuberculosis can be roughly divided into three 
groups: 

1) Diagnosis and Segregation 

2) Treatment 

3) Rehabilitation 

This problem has been studied thoroughly 
and worked out in detail for the tuberculous 
patients in the population at large, but very 
little has been done along these lines for 
the insane in New York state hospitals. 
Judging from the scarcity of literature on 
this subject, little has been done anywhere 
in the United States. Of course, the ap- 
proach to this problem presents a great many 
difficulties when one starts to apply the 
same methods for the insane as for sane. 
Even among sane persons, the mental atti- 
tudes of tuberculous patients places them in 
entirely different categories. It is a well- 
known fact! that sane patients with prevail- 
ing moods of depression, anxiety, apprehen- 
sion, and fatalism, as well as other forms 
of emotional and nervous instability, do not 
respond to sanatorium treatment and thor- 
acic surgery as satisfactorily as other pa- 
tients who have not these handicaps. For 
instance, 3 to 5 per cent of the patients in 
the tuberculosis sanatorium in Poughkeepsie 
(S. W. Bowne Memorial Hospital) failed to 
respond to treatment on account of lack of 
cooperation. Since this is true, you can read- 
ily see that tuberculosis work among the in- 
sane requires an entirely different approach 
and cannot be judged by ordinary standards. 
The best way to comprehend this difficulty 
is to compare the results of the usual meth- 
ods of treating sane patients with the re- 
sults of these same methods as applied to 
psychiatric cases. 

A complete check and diagnosis of tuber- 
culosis in the state hospital can be achieved 


* Read March 20, 1941, at the meeting of the 
Dutchess County Psychiatric Society. 

**Attending Phthisiologist, Hudson River State 
Hospital, Assistant Superintendent, S. W. Bowne 
Memorial Hospital. 


134 


only through a survey of the entire popy. 
lation. This is done chiefly by roentgen. 
ography; other methods are of value only in 
a few cases and even then are not reliable 
The difficulties that stand in the way of the 
routine examination are many and insuper- 
able; it is almost impossible to collect spu- 
tum for examination; the physician cannot 
rely upon the history of previous pleurisy or 
hemoptysis; few of the patients are able to 
furnish any information in regard to their 
subjective symptoms; and as a rule, the physi- 
cal examination is a failure because the pa- 
tient refuses to cooperate or deliberately 
makes the examination impossible. 

The following figures will give some idea 
of the work that has been done in diagnosing 
and segregating tuberculosis in the Hudson 
River State Hospital: in 1930, fifty-seven pa- 
tients were diagnosed and segregated: in 
1931, thirty-one; 1932, fifty; 1933, forty-seven; 
1934, seventy; 1935, forty-six; 1936, fifty-four; 
1937, sixty-two; 1938, eighty-two; 1939, one 
hundred and twenty-three; and 1940, sixty. 
Our real program started in 1936’, but by 
January, 1941, four thousand eight hundred 
patients had been checked, and all tubercu- 
lous patients had been segregated—that is, 
all except the most disturbed whom we are not 
equipped to care for in the tuberculosis ser- 
vice at present. However, our survey is no 
complete, and while we now have enough 
facilities, our experience leads us to believe 
that we probably shall need more tubercu- 
losis buildings in the future, especially fa 
the disturbed types. The latter group pre 
sents a grave dilemma, for we have had to 
transfer them back to their respective sel 
vices for special psychiatric treatments 
thereby increasing the possibility of spread- 
ing infection among the non-tuberculous. We 
also have great need of separate wards fo 
cooperative and non-cooperative patients, be- 
cause the latter frequently incite the forme 
to perturbed moods. 

Table 1 shows the lapse of time betwee? 
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the date of admission and diagnosis. We 
may conclude from the time intervals here 
indicated that the majority of tuberculous 
patients contracted the disease in the hos- 


pital. 
TABLE I 
Lapse of time between ane 


Date of Admission to 1 Year 21 
1 to 5 Years 16 
5 to 10 Years eine 16 
10 to 15 Years 7 
Over 15 Years* 6 


66 


22 Years, 1, , 35 Years. 


TABLE 2 


Relationship between extent of disease when 
diagnosed and date of admission. 


Extent of Disease 
When Diagnosed 


Time Between Admission and 
Discovery of Tuberculosis 


Minimal 


Mod. Advanced 
Far Advanced __. 


1 Year or Less 21 


Minimal 
Mod. Advanced 
Far Advanced 


1 to 5 Years 16 


Minimal 
Mod. Advanced 
Far Advanced 


5 to 10 Years 


Minimal 
Mod. Advanced 


i0 to 15 Years 
Far Advanced 


Minimal 
Mod. Advanced 
Far Advanced - 


Over 15 Ydars* 


22 Years; 1, 35 Years. 


You will notice in Table 2 that there are 
29 patients who were diagnosed after being 
in the hospital more than 5 years, and out 
of this group, 9 were far advanced and 13 
moderately advanced. These stages are, as 
a rule, accompanied by profuse expectora- 
tion and highly positive sputa, and one won- 
ders who infected these patients and how 
many they in turn have infected during 
these long years. 

Rehabilitation does not concern us, for if 
the patient regains sanity, he is transferred 
to another sanatorium where treatment is 
continued and rehabilitation taken care of. 
But if he does not recover sanity, he re- 
mains with us, and rehabilitation is out of 
the question, at least for a long time. 
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Table 3 lists the different methods which 
are most frequently employed in treating 
tuberculosis, and I shall compare and discuss 
briefly our own experience with each. 


TABLE 3 


Usual methods employed in treatment 
of tuberculosis. 


Sanatorium Regime 

Pneumothorax 
Intrapleural 
Extraplours! 


Intrapleural Pneumolysis 


Closed 
Coen 


Oleothorax 


Phrenic Paralysis 
Temporary 
Permanent 


Scaleniotomy 


Multiple Intercostal Nerve Paralysis 


Monaldi 


Extrapleural Thoracoplasty 


Modern Chemotherapy 


(Used Singly or in Various Combinations) 


Sanatorium regime, as you know, consists 
of regular rest periods, regular and super- 
vised exercise, postural treatment, shot bags, 
regular time for food, normal hygienic mea- 
sures, et cetera. In the sane, these measures 
alone bring excellent results. For example, 
postural treatment, which consists of rais- 
ing the foot of each bed about twelve inches, 
gave the following results in sixty-five ad- 
vanced cases reported’: out of 33 patients 
with cavity, 11 healed; out of 50 positive, 
23 became negative. X-ray showed definite 
improvement in 60 per cent, no improvement 
in 30 per cent, and 10 per cent became worse. 
But in the insane, the sanatorium regime 
cannot be enforced with all patients; they 
are restless; some of them refuse to take 
food; at times they become so violent that 
they must be put in cold tubs; they use 
the shot bags as dangerous weapons instead 
of curative properties; and they assume the 
least helpful postures. Moreover, their utter 
disregard of the most elemental hygienic 
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TABLE 4 
RESULTS OF PNEUMOTHORAX TREATMENT AT THE H. R. S. H. FROM 1936-1941 


Sputum 
| Date Date | before 

| Adm’t. | Diag. | Lung Tbe. No. of| Length of Pneumo.| Gen. 
] to Hosp. as Tbe. | Pneumo. | |_ Alfa. Diagnosis Treat. Treat. P. N. Cond. 
 B. | Nov., Jan. ‘36 | Jan, "36 R. | Mod. Adv. | 26 | 9 mos. 


| 
! 
Name 


~ 
| poor effusion 
| 


| displacement of 
fair | mediastinum 
| fair | adhesions ~~ 


| poor | spread ss 
| fair | spread — 


| fair | 
‘| fair spread 
| fair | refused treat. 


| fair | thick pleura 


x |fair | 
oop. | fair | no free space 


| | | 
Mar., | Mod. Adv. 11 3 mos. 
ur., | July, ‘Feb., Par Adv. 52 | 27 mos. 
‘11 | Jan., ‘33 | Apr., "36 | Par Adv. mos. 
| Dec., °33 | Oct., °33 | Apr., “| Mod. Adv. 
June, '34 | Apr., | Apr., Mod. Adv. 
Dec., 30 Feb., '36 | Apr., ‘36 
| Aug., °35 | Oct., °35 Apr., "36 
May, °31 May, | May, 
Feb., 15 | Dec., | June, 
“| Aug., | July, | June, °36 


| 


~ 37 | 13 mos. 


3 yrs. 9 mos. 


©) 


| 


| 
| 
| 
Far Adv. | 20 | 13 mos. 
| Mod. Adv. | 1 | 1mo. 
-FarAdv. | 31 | 9 mos. 


| 


| | | | | 


. Adv. | 51 mos. 
d.Adv. | 5 | 1mo. 


S| 


| Jan., "19 | Dec., ‘34 | June, '36 rr 19 mos. 
| Dec., °23 | Oct., ‘35 | July, 
July, | June, '36 | July, °36 
| Apr., 36 | Apr., ‘36 | Aug., 
| Oct., "25 | Oct., "25 | Aug., "36 
| Sept., '36 | Oct., | Oct., 
| Dec., "31 | Nov., | Dec., 
| Jan., '37 | Jan., | Feb.. ‘37 
| Nov., | Feb., Feb., ‘37 
Oct., '36 | Nov., '36 | Feb., ‘37 
| May, '27 | Mar., ‘37 | Apr., °37 
Jan., | May, '37 | May, 
| Apr., '33 | Dec., '37 | Dec., °37 
Mar., '37 | Dec., | Dec., ‘37 
‘| July, | Jan., Jan.. "38 
~| Feb., | Nov., Jan., ‘38 
Mar., 34 | Mar., | Jan., ‘38 
| Jan., | Dec., °37 | Jan., "38 
| July, °30 | Dec., | Feb., 
Jan., | Feb., "38 | Feb.. ‘38 
Feb., ‘27 | Feb. 38 | Mar., '38 
July, | Sept.,’38 | Apr., 
July, | May, "38 | May, ‘38 
Sept., "30 | May, ‘38 | May, 
| Nov., | Jan., | Nov., ‘38 
| Feb., '26 | Dec., °34 | 
| Mar., | Feb., ‘39 | 
Nov., "38 | Nov., ‘39 


. Adv. | fair | became non-coop, 


| fair | spread 


| 


3 yrs. 6 mos. 
1 mo. | poor | no free space 7 


me 

| J 

| fair | spread-effusion 

| 


| 


| 


| fair ! no free space 


59 
3 


| poor | hemorrhage 


| effusion—resis- 
poor | tive adhesions 


| poor | effusion — 

| fair | thick pleura 

fair spread and effus. 
| fair | “spread—Int. The. The. 


| fair ] “effusion 
_ adhesion 
| thick pleura 


| poor | spread—adhesions 


| fair | broad adhesions 


| poor | effusion 
| fair | spread 


fair | | adhesions: 


| poor | spread— resis. 


poor | spread 


| poor | erethyma 
| Par Adv. 15 mos. poor | effusion 
—\ Far Adv. | 12 | 3mos. poor | weak 


incoop. | poor | thick adhes. pleura” pleura 


| 
26 | 17 mos. 
| 3 mos. 
~ 6 mos. 


| 

“| Mod. Adv. | 16 | 2yrs. 
7 


“ix 


Mod. 1 mo. 
Mod. 
Mod. 3 29 | 15 mos. 


"| Mod. Adv. 5 mos. 


| Par Adv. 16 | 3 mos. 


| Par Adv. 13. | 3 mos. 
| Mod. Adv. | 32 | 14 mos. 

| Par Adv. | 4 mos. 
Adv. 94 | 2 yr: yrs. 6 mos. 
Mod. ‘Adv. 


Par Adv. 
| Mod. Adv. 


| 


| 


| 


| — 


| 
dude 


| 


| fair ! spread 
| Mod. Adv. fair | hemorrhage 


. | ParAdv. 15 poor empyema 
Mod. Adv. 13 | 2mos. | fair | broad adhesions 


| Feb., Feb., 
| Mod. Adv. 46 | 19 mos. | | fair __| effusion _ 


Apr., Mar., "39 | Mar., ‘39 

June, '35 | May, ‘39 | May, “| ParAdv. | 17 | 3 mos. | spread 


J. 
s. 
A. 
P. 
J. 
A. 
J. 
N. 
G. 
E. 
M 
J. 
D. 
M 
Ss. 
D. 
A. 
a. 
c. 
R. 


| Sept., '36 | July, "39 | July, "39 . | Mod. Adv. | 56 | lyr. 6mos. | | | fair effusion (small) 
| Aug., | Oct., | July, “39 Mod. Adv. | 76 |18mos. | 
| Dec., ‘23 | July, | July, "39° ~| Mod. Adv. | 2 | 1mo. fair nofree space 
'Feb., '27 | July, "39 | July, “39. | L. | Mod.Adv. | 6 | 3mos. | x | | poor | Adh. & thick pleure 
Aug., | Dec., | Sept.. Adv. | | poor | “adhesions 
| Jan., "23 | Aug., °39 | Sept..’39 | in. ‘mo. (fair no free space 
Jan., 12 | Oct., | Sept., Mod. Adv. | 22 | 5 mos. fair | adhesions 
July, | Aug., "39 | Sept., | R. | ParAdv. | | | poor | nofree space 
| May, °36 | Dec., °36 | Oct., * | Mod. Adv. | 2 mos. ~ | fair | no free space 
Sept., | Aug., | Nov., Mod. Adv. yr. | fair | *adhes. effus. 


| Per Adv. | poor no free space 


ing food 
| Mod. Adv. refusing food 


| 


‘76 | 18 mos. | | fair | 


| 
| 
| 


mer 


| 


| | 
| Nov., "39 | Nov., '39 | Dec., °39 
| Jan., "40 | Feb., 
Feb., '39 | Mar., '40 | Mar. , "40 


"35 _Apr.., | Apr., 


| Par Adv. , | hemmor.—spread 

| Mod. Adv. br. adhs.—effus.__ 
| Min. adhesions 

| Min. mos. r | effus. no free a= 
| Far Adv. | 

Min. 


‘38 | Oct., "38 | Apr., "40 


| Nov., ‘39 | May, "40 
28 | Feb., ‘39 | June, ‘40-L; 
n., "34 | Apr. ‘39 | June, 40 
| Nov., = | July, "40 ~ | Mod. Adv. | Pair | none 
| June, ‘17 | Nov., ‘29 | July, “40. | Min.L-1 “x | fair | no free space 


‘Sept. | |. | 
| Feb., | Aug., '39 | | "40 . | Min. | fair | adhes. spread 


Apr., "33 | Feb., *40 | Sept., “40 Min. mo. | poor none 
| Sept., | Oct., “40 Oct. “40. L. | 15 | (fair 
Jan., | Apr., "36 | “40 | R. | iv. at | fair | nofree space __ 
| Apr., ‘37 | June, 38 | Dec., 40. | R. | Mod. Adv. | | no free space 
| home | | 
Re-adm. | Dec., | Apr., °37 | fair 


136 *Obliterative pleuris!: 


— 
— 
| 
| ‘ 
11 
12 
13 
14 
15 
16 
17 | 
18 
= 
20 | 
21 
22 8 mos. | a 
24 
25 
28 
29 
30 
31 
= — 
34 
35 
3¢ 
3 
3 
4 
42. 
43. 
44. 
45. 
46. 
47. 
48. 
49 
50. 
51. 
52. s 
54. A.M. 
55. ec 
56. E.N. | Oct 1 
57. T.c. | 
58. M. M. 
59. M.R. 
60. L.w 
61. F.M 
62. W.s 
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TABLE 4 
RESULTS OF PNEUMOTHORAX ‘TREATMENT AT THE H. R. S. H. FROM 1936-1941 


| | 
Date Why } | 
after Pneumo.| Pneumo. Suen was j Coop. or 
Pneumo. |. | Discont. | Discontinued th | A Psychosis _| Non-coop. 


ineffec. | | Nov., °36 ‘Resistive x |__| 39 | D.P. (simple) Non-coop._ 
| Discontinued for 
; yr., tried again 

| ineffec. x _| Mar., °37 | Adhesions May 9, ' D.P.(Heb.) Non-coop. 
effect. June, °36 _| Spread 


ineffec. x Apr., 737 | Died 
effect. 
effect. | June, | ‘Spread | June 15, 
| ineffec. . | Apr., "36 | Resistive 


| Coop. 


| Non-coop. 


| Non-coop. 


Coop. 


| Non-coop. 


| Non- -coop. 


| 


| 


= 


“ineffec. x | Feb., "37 Resistive July 24, °39 | 
effect. | Good 
ineffec. July, °36 | Improving 


| 
| 


P. 


| 
| 
| 


Mental Condition 
ineffec. | Sept., '37  Thoracoplasty 


ineffec. | June, "39 | Intestinal | Dec. 22, *39° 


| D. P. (Heb.) Non-coop. 
|D.P.(Par.) Non-coop. 
ineffec. x | Aug., Thoracoplasty Mar. 31, “39 | 3 |D.P.(Cat.) 

| eff. Home | Nov., | Died Undiagnosed 

ineffec. x Aug., "36 Died Dee. 12, | | 46 Psy. with Men. Def. | Non-coop. 


| | 


ineffec. | Apr., '38 

ineffec. Apr., ‘37 | Di 10, °37 

ineffec. | June, °37 | Died July 8, °37 

ineffec. Sept., "40 | Mental cond. poor | D. P. (Par.) | Non-coop. 
| ineffec. | Apr., '37 | Spread—Int. Tbe. | Apr. 24, | D.P.(Par.) _|_Non-coop. 
| effect. Lung to re-exp. | 28 | D.P. (Heb.) ~~ | Coop. 
_| Epilep. Psy. Coop. 


_| Psy. with Men. Def. | Non-coop.— 


. P. (Par.) _| Non-coop. 


M.D. (Mixed) Non- -coop. 
D. 
D.P 


(Mixed) Coop. 
P. (Heb.) | Coop. 


[x] | | Coop. 


| effect. -| |: Died—Stat. Epi. | Mar. 29, '39 | 
ineffec. | May, °'38 Spread—died | Aug. 11, 38 


| 
ineffec. Bw Mar., '38 | Spread Oct. 4, '38 | 


x 


ineffec. | Mar., | Died “May 25, 38 
effect. Mar., '39 | Thoracoplasty 
ineffec. ; May, °38 | Adhesions “May 10, °40 | 
ineffec. | July, '38 | Weak _ Aug. ‘17, °38 | 
ineffec. | Mar., '38 | No free space May 24, °38— 
effect. | Oct., °38 | Resistive Oct. 21, "38 | 


effect. | Nov., °39 | Adhesions ; | x 


| 


(Cat.) | Non-coop. 


| 


| 


P. (Cat.) “Coop. 


| | 


| 


| 


.P. (Cat.) _| Non- -coop. 


| 
D.P.(Heb.) Coop. 


Alcoholic Non- coop. 
D. P. (Cat.) Non-coop. 
| Ment. Def. Coop. 


ineffec. x | | July, Died July 24, "38 | x | D.P. (Heb.) Coop. 
ineffec. Uncoop. | Nov., | Thoracoplasty 38 PP. (Cat.) ‘Non-coop. 
ineffec. | Dee., *38 | Uncoop. Aug. 12, | _ | & | Alcohol Psy. Non-coop. 
ineffec. Apr., °34 | Died _Apr. = "39 | 3 _| D. P. (Par.) ~~ | Coop. 
| ineffec. 
ineffec. 
ineffec. 
ineffec. 
effect. 
effect 

ineffec. 
ineffec. 
ineffec. 7 if 
ineffec. x 

ineffec. 


| 


| June, 40 | Uncoop.Empye. Aug. 7, M.D. (Dep.) Non-coop. 


Apr., °39 | Adhesions (Trans.) | Died Alcoholic Coop. 


Oct., "40 | Spread 21 21, (Cat.) | Non-coop. 


‘41 began -Re-expansion 2  |D. Gat.) Non-coop. 

| Continue treat. 9 
39 | Thora. to be done 
«“Tnora. was ‘done 
"39 | Spread 
"39 | Improv ing 

| Spread 


. (Cat.) Coop. 


. Par.Cer. Coop. 
(Par.) Nlon-coop. 
(Heb.) Non- ~coop. 
(Heb. ‘Non- -coop. 


P. 

(Dep.) | Non-coop. 


BE 


2S 
oo 


(Par.) ___ | Coop. 
(Heb. ¥ | Coop. 


y. “with | 
»matic Dis. | Coop. 


. D. (Dep.) | Non-coop. 


ineffec 
effect. 


°39 | To have Thora.? 
| Continue treat. 


|\on 


Dec., °39 No free space 
Mar., "40 Thoracoplasty? 


Re-expan. side 
effect. Uncoop. | Oct., ‘40 | Pneumo. on other 


ineffec. x | | Aug., "40 | Spread / 
ineffec. x ‘| Trans. from hos. 12/10/40 
ineffec. | June, °40 | Adh. Thick plu. 


ineffec. x 
effect. x 


y. with Syph. 
neep. Coop. 
D. (Dep.) Non- -coop. 


| 
| 
"400 
ineffec. | . | Spread 
| 
| 
| 


n 


| x 
ineffec. |x 
effect. x 
x 
x 


| 


Cardio-vascular 
Continue treat. 


| Continue treat. 


| effect. | x 
! ineffec 


July, “40 '| Thoracoplasty? 


| 
| 


|_ 


ineffec. | | _| Continue treat. 

ineffec. x | | ~| Resistive _ | Non-coop. 
| Continue treat. 


effect. 7x .P.(Cat.) Non-coop. 
| ineffec | x | | Nov., 40 | No free space sy. with ‘Cer. Art ._| Non ~coop. 


“Thora. refused | | D.P. ‘(Par.) | Coop. 


ineffec. x | | Jan, “41 


| 


May 194 

of 
stone Coll. 
—:!_ 0 
nt of 
33 
30 

x 32 at.) 

i 0 . P. (Cat.) | Non-coop. 
- 
| 30 
— 80 
15 
90 
sion 
20 
ns 50 
25 
a 60 
effus. 
The. 
85 
15 
"| 
resions 55 
59 
70 | 43 
35 _29 
0 _ 
15 41 
0 
0 
Pleura 0 
40 
me 0 
20 
fons 60 
50 
90 
all) 75 
0 
0 
pleura: 40 
0 
e 
40 
nee 20 July 11, '40 | |x| 38 
~ 30 | 
s. 
0 | | 38 | 
100 | | 
~ 90 Aug. 29,40; x | | 50 
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measures endangers the health of the nurses 
and attendants in spite of all possible pre- 
cautions, and for this reason we x-ray the 
employees in the tuberculosis service every 
four months. 

In the modern tuberculosis sanatorium, 
artificial pneumothorax has been employed 
with gratifying results and, according to lit- 
erature,*>° it is still a method which gives 
most effective results. In this institution, out 
of 216 tuberculous patients in the unit we 
have applied this method in 66 cases, and I 
wish to present the results. 

Indications for artificial pneumothorax 
were the same as for any tuberculous pa- 
tient; namely: progressive disease with cav- 
ity, stationary disease with cavities where 
there is danger of spread, hemoptysis, and 
acute pneumonic tuberculosis. Contraindica- 
tions: extensive and active process in the 
opposite lung; emphysema: asthma; hyper- 
tension; cardiac decompensation with the 
usual signs of dyspnea and cyanosis. Out 
of the 66 patients, 12 were found to be w:th- 
out free space; in other words, pneumothorax 
could not be induced; and the following ta- 
bles were obtained from the remaining 54 
cases. We had to divide our patients into 
cooperative and non-cooperative groups. be- 
cause cooperation is a decisive factor in the 
cure of tuberculosis. This is shown in table 5. 
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TABLE 5 


Effect of ccoperativeness on result of 
pneumothorax. 


Cooperative 45.96% 


Effective 38.71 
Ineffective 61 29° 


Non-cooperative 53.03° 


Effective 


Ineffective 82.86% 

There are but 53 cases recorded in table 
6, as one case was bilateral. However, jn 
this latter case the tuberculosis became quies- 
cent, but the patient died eventually from 
cardiovascular embarrassment. Out of the 53. 
we had 23 cooperative and 30 non-coopera- 
tive. Fourteen, or 25.93 per cent, developed 
effusion; and 15, or 27.27 per cent, developed 
spread of disease in the opposite side. In 
this survey of complications, spread presents 
the most significant figures, for 12 of the 
15 patients who developed spread were non- 
cooperative. The 5 resistive were, of course, 
non-cooperative also. 

As far as effusion is concerned, our rec- 
ords show that the number of effusions (about 
21 per cent) was much less than ordinarily 


TABLE 6 
Effect of uncooperativeness on the occurence of compiications. 


Minimal 
Coop. Non-coop. Coop. 


Number of Cases 4 3 13 
Effusion 3 
Adhesions 1 + 
Effusion-Adhesions 2 

None 1 

Hemmorhage 

Resistiveness* 

Spread 1 1 
Dead 2 + 


Living 4 1 


* Patients became resistive after pneumothorax was given; resistiveness disappeared after pneumo 


thorax treatments were discontinued. 
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seen in other institutions. For comparing our TABLE 8 


incidence of effusion with that of the sane Comparison of sputum examinations before and 
in tuberculosis sanatoria, I wish to give the after pneumothorax treatment. 
following data: of 142 Trudeau Sanatorium’ 

ejore 


patients, 57 per cent had effusion; out Of  pocitive 59 
965 cases reported by Dumarest*, 70 per cent : 
developed effusion. Thirty per cent of thesé Negative . 5 
groups later developed purulent effusion, ap- Un 9 
proximately the same as in our group. ; : 

Table 7 shows the correlation between mor- 
tality, effectiveness of collapse, and duration TABLE 9 
of pneumothorax treatments. Even in the Results of pneumothorax in patients with 
effective group, the longer duration of arti- negative sputum. 
ficial pneumothorax gave rather unfavorable 
results, whereas in the sane, it has better ' 
prognostic value. Out of the total 27.28 per still Under Treatment 
cent effective, 19.70 per cent are living and | : 
7.58 per cent are dead. Out of the total 72.71 gee go ama on Account 
per cent ineffective group, 27.27 per cent are 
living and 45.45 per cent are dead. The Dead 
entire 7.58 per cent dead of the effective 
group were lost within the first two years, Table 8 is a comparison of sputa exami- 
and 39.39 per cent of the ineffective dead nations before and after pneumothorax treat- 
group died during the first year of artificial ment, and below are the results of pneumo- 
pneumothorax. If you compare these figures thorax in patients with negative sputum. 
with similar figures in tuberculosis sanatoria You will note that out of 54 artificial pneu- 
for the sane‘, the percentage of effective who mothorax cases, only 5 were successfully ter- 
died during the first year would be about minated—in other words, one patient per 
the same; but in the ineffective group, 10 year. 
per cent more died in the psychiatric pa- The difficulties encountered in inducing 
tients than in the normal. pneumothorax are many. Again and again, 


Successfully Terminated Cases 


TABLE 7 


Influence of duration of pneumothorax on final results. 


Duration of Artificial Pneumothorax Effective Ineffective 


Living 28.78% 7.58% 21.21% 
Less than 1 Year 
Dead 42.42% 3.03 % 39.39 % 


Living 10.60% 6.06% 4.55 % 
Dead 7.58 % 4.55% 3.03 % 


1 to 2 Years 


Living 4.55% 3.03 % 151% 
Dead 1.51% 0.00% 1.51% 


2 to 3 Years 


Living 3.03 % 3.03 % 0.00% 
Dead 1.51% 0.00% 1.51% 


3 Years 


27.28 % 


72.71% 


Total 


Total Living 


Total Dead 


Ww 
5.96% 
8.715, 
11.29% 
3.03% 
7.145, 
2.86% 
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patients whose lesion has been unilateral, 
early, and near the periphery or at the apex, 
have had to be turned down for pneumo- 
thorax because of their mental condition. 
Also, pneumothorax has been started time 
and time again with excellent early results 
in the general clinical picture, only to have 
the patient become totally uncooperative 
after collapse was well started. This necessi- 
tated the postponement of refills, and there- 
fore, expansion of the lung and formation 
of dense adhesions occurred. Then, when the 
mental condition quieted again, pneumotho- 
rax could not be given because of the ad- 
hesions, and so one watches a previously 
hopeful prognosis turn from bad to worse. 

To carry out pneumothorax treatment 
properly, one must have either the patient’s 
complete cooperation, or render him uncon- 
scious. It may be argued that the use of 
paraldehyde, nembutal, et cetera, could be 
used successfully, but this has not been our 
experience, because such medication would 
have to be repeated at least twice weekly at 
the beginning, as the patient is not only 
resistive and impulsive but mental confusion 
is added to the picture by the use of the 
drug, and we have frequently noted that it 
is more difficult to attempt such a delicate 
procedure after strong sedation, short of un- 
consciousness, than it would have been with- 
out the drug. It might be argued that intra- 
venous sodium amytal or avertin by rectum 
could be used to attain our purpose and over- 
come the resistance and assaultiveness of the 
patient, but both drugs are known to have 
a depressive effect on the respiratory center 
and when we further insult respiration and 
induce vagus irritation by pneumothorax, the 
risk becomes too great. Consequently, we have 
had to pass over many cases that were physi- 
cally ideal for pneumothorax. 

We have a patient in Lakeview now, M. R.., 
a chronic manic whose resistance to the 
spread of tuberculosis has been tremendous. 
She has withstood five years of intense physi- 
cal overactivity, as well as tuberculosis. Un- 
til eight months ago she would have been 
an excellent subject for pneumothorax, but 
her mental condition was such that a gen- 
eral anesthesia would have been necessary 
for every refill. The disease is now bilateral 
and has progressed rapidly for the last eight 
months. The tragedy is that for four months 
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she has been steadily improving men 
and is now in a state where pneumothoray 
could be given were it not that her physica 
condition has progressed to such a point that 
pneumothorax is of no value. Her tuberey. 
lous prognosis, of course, is very poor. 

Another patient, C. W., a male catatonic 
praecox of 32 years of age with a previoys 
remission of twelve years after discharge 
from Central Islip, is now at Hillcrest. The 
unilateral lesion was picked up on his re. 
cent admission to this hospital, and by alter- 
nating promises and dire prophecy, we jp- 
duced him to cooperate for pneumothorax 
After an 80 per cent collapse was obtained, 
and his general condition showed the usual 
prompt improvement, he became excited, im- 
pulsive, negatavistic and assaultive. For six 
weeks we have been unable to continue col- 
lapse therapy because of his mental condi- 
tion, the lung has re-expanded, and he is 
again beginning to show constitutional symp- 
toms. His mental condition not only pre- 
vents the proper administration of pneumo- 
thorax, but it is lowering his resistance and 
hastening general debility. Though the out- 
look for remission of the mental disease is 
quite favorable in these two cases, we are 
going to lose them because their tubercu- 
losis cannot be controlled. In such Cases. 
thoracoplasty should have been seriously con- 
sidered. 

In addition to the difficulty encountered 
in instituting collapse therapy by pneumc- 
thorax in these disturbed individuals, there 
exists also a large group who are passively 
indifferent to the initial introduction of air. 
While superficially cooperative, they exhibit 
marked restlessness, fearfulness in response 
to delusions, very defective judgment, and 
cannot, or will not, remain in bed for the 
necessary period of time between treatments. 
Restlessness, anxiety, overactivity, emotional 
tension, and worst of all, refusal to eat 
properly for long periods of time, occur agail 
and again even in those patients who are 
sufficiently cooperative for collapse to be 
maintained. All these factors militate against 
beneficial pneumothorax. This type of col 
lapse therapy requires a degree of undel- 
standing and sincere effort on the part of 
the patient which the majority of these in- 
dividuals are not capable of sustaining. The 
question as to whether pneumothorax 
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Relationship between psychiatric diagnosis, tuberculosis, 


TABLE 10 


pneumothoraz treatments and their end results. 
bercy Diagnosis Number Diagnosis Effective Ineffective Living Dead 
Epilepsy with Psychosis 1 M.A. 1 1 0 0 1 
‘atonic M. 2 0 2 2 0 
Evlous Dementia praecox 15 M.A. 8 4 4 
charge (Hebephrenic) FLA. 5 1 | 4 
13 MAG 5 5 
is re- Dementia praecox M.A. 7 
7 (Catotonic) F. A. 5 0 5 1 4 
15 MAI 3 3 
Dementia praecox M. A.11 
horax (Paranoid) F. A. 1 0 1 0 1 
Dementia praeco 
oa (Simple) 1 M.A. 1 0 1 1 0 
or six M. 1 0 1 1 0 
Manic-depressive 5 M.A. 3 2 1 3 0 
le col- (Depressed ) F. A. 1 0 1 0 1 - 
Manic-depressive 
he is (Manic) 1 M 1 1 0 1 0 
Manic-depressive 
| pre- (Mixed) 2 F. A. 2 0 2 1 
-umo- M. 1 0 1 0 
e€ and Alcoholics 3 M.A. 1 0 1 0 
& 0 1 


Psychosis with 
somatic diseases 1 


Psychosis with syph. 
encephalitis 1 


Psychosis with cerebral 
arteriosclerosis 1 


Psychosis with 


mental deficiency 2 

there General paresis 1 

Sively 

f air Mental deficiency 2 

xhibit Undiagnosed 2 

ponse M., Minimal; M. A., Moderately advanced; F. A., Far advanced. 

nents. 

tional 


> eat 

g Census M. D. Insane 

O are M.D. TBC 

0 be Year Insane Deaths 


472 


451 


M.A. 1 1 0 1 0 
M.A. 1 0 1 0 1 
M.A. 1 1 0 1 0 
F. A. 2 1 1 1 1 
F.A.1 0 1 0 
F. A. 2 2 0 1 
M.A. 2 1 1 0 2 


Comparison of death rates from tuberculosis of 
manic-depressive and dementia praecor. 


% of D. P 
Deaths Census D. P. Deaths Deaths 
% TBC D.P TBC TBC 
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6 13 
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thoracoplasty is indicated, is one that should 
be approached from both the medical and 
psychiatric viewpoint in these cases. Psy- 
chiatrically speaking, probably the two most 
important questions to be evaluated are: (1) 
Will the patient be able to cooperate over 
the long period of time necessary for pneumo- 
thorax? (2) What is the patient’s psychia- 
tric prognosis? Certain psychiatric conditions 
are generally believed to carry with them a 
far more favorable prognosis than others. 
Examples of these conditions would be: 

1) Manic-Depressive Psychosis (particular- 
ly where the patient is known to have re- 
covered promptly from previous attacks.) 

2) Episodes of Excitement or Confusion in 
Mental Defectives. 

3) Certain carefully selected Catatonic 
Schizophrenics (particularly where the his- 
tory notes previous remission). 

4) Acute Alcoholism. 

One would have good reason to be hesi- 
tant, for example, in suggesting thoracoplasty 
for a young manic-depressive with a mini- 
mal lesion who had a good psychiatric prog- 
nosis and in whom the psychic trauma re- 
sulting from an extensive and deforming 
operation might well exceed any good that 
might be done. We have had also a few 
young male alcoholics who were cooperative 
and who showed good results on routine tu- 
berculosis care. In such cases and in epi- 
sodic excitements in mental deficients, it 
seems obvious that thoracoplasty should still 
be regarded as a court of last appeal. Per- 
sonally, the writer believes that the psychia- 
tric ramifications of each individual case 
should be explored with the physician who 
is in charge of the service from which the 
patient came, and if necessary, the advice 
and suggestions of the clinical director would 
be requested in order to correlate the sur- 
gical procedure of choice with the patient’s 
psychiatric condition. In this manner, it is 
believed that some unnecessary surgery 
might be avoided, and even more important, 
many more patients would receive surgical 
therapy at an early enough date to do them 
some real good. 

Table 10 shows the relationship between 
psychiatric diagnosis and tuberculosis, pneu- 
mothorax and their end results. A few re- 
marks should be made about the prevalence 
of tuberculosis among schizophrenics as op- 
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posed to other conditions. This subject is 
still controversial, and it appears that the 
consensus of opinion is that schizophrenies 
are more susceptible to tuberculosis. 

The two conditions which are used fo 
comparison with schizophrenia are manie 
depressive psychosis and psychosis with men. 
tal deficiency. These two were picked chiefly 
because they fall roughly in the same age 
group as dementia praecox, and they are the 
only psychoses that do compare in age. Dur. 
ing the past twenty years, 67 to 72 per cent 
of reported tuberculosis in this hospital were 
diagnosed as schizophrenia. Nolan Lewis? be- 
lieves there is a biological as well as emo- 
tional immaturity in schizophrenics, and he 
cites the hypo-evolutism of the cardiovascu- 
lar system and consequent pulmonary anemia 
and lowered resistance as factors to be con- 
sidered in judging the prevalence of tuber- 
culosis in schizophrenics. But of at least 
equal importance, and something which has 
not previously been accorded enough signifi- 
cance, is the fact that schizophrenics also 
make up 55 to 60 per cent of the permanent 
hospital residents. Undoubtedly schizophre- 
nics remain in institutions for much longer 
periods of time than other patients of con- 
parable age and thus constitute a relatively 
high percentage of the more or less perma- 
nent population. 

During the past five years there have been 
approximately 2,600 schizophrenics in this 
hospital as compared to 450 manic-depres- 
sives. Yet, during these five years, the per- 
centage of praecox dying from tuberculosis 
would usually be less than the percentage 
of the manics if the total number of pa- 
tients suffering from these two mental dis- 
eases were taken into consideration. The 
following table covering the years 1933 
through 1937 supports this claim: 

Note that in only one year, 1934, was the 
number of deaths higher in schizophrenics 
from tuberculosis than it was for a com- 
parable number of manic-depressives. 

During a comparable five years the num- 
ber of deaths from tuberculosis in the men- 
tally deficient, as compared with total deaths 
in the same group, showed a percentage of 
1.9 which is higher than that of either schiz0- 
phrenia or manic-depressive psychoses when 
compared with the mental deficient popula- 
tion figures. 


= 
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Unfortunately, when pneumothorax be- 
comes ineffective, there is very little we can 
do to remedy the situation. Literature shows 
that so-called declivotherapy'’'' gives very 
excellent results, but in our patients lack 
of cooperation prevented us from using this 
method. 

If, as you realize now, we have difficulty 
in giving pneumothorax treatment, a very 
short procedure, you can imagine how much 
labor and inconvenience the treatment of 
empyema necessitates. The assistance of a 
number of attendants is usually required to 
handle the patient during these treatments. 
Rib resection, as a treatment for empyema, 
with its profuse discharge and prolonged 
washing makes the task even more compli- 
cated, and the end results are rarely satis- 
factory. 

Here, as in so many other services’, are 
we made painfully aware that our institu- 
tion is understaffed. It is a pity that the 
authorities do not recognize and remedy this 
lack. 


TABLE 12 
Fate of patients not given pneumothorax. 


Number Coop. Non-coop. Living Dead 


Minimal 2 1 2 


Mod. Advanced 6 4 


Far Advanced 4 1 


Table 12 reveals the fate of 12 patients 
to whom pneumothorax could not be given 
because of lack of free space. Four patients 
died and eight are still living. If one com- 
pares the number living with the same in 
the pneumothorax group, the poor results in 
the latter are more evident. Of course, no 
definite conclusion can be drawn as the total 
number is small; nevertheless, the inference 
is striking. Of the eight living in table 12, 
four have been selected for thoracoplasty, 
and we are waiting for permission. 

Pneumolysis is a valuable operation for a 
small selected group of patients. The opera- 
tion is simple, but it requires very definite 


Postoperative management and is not entire- . 


ly free from complications. 

Case 23 was subjected to closed intra- 
pleural pneumolysis. The patient had long 
thick adhesions which interfered with com- 
Plete collapse of the cavity. She was sent 
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to the surgery, but the surgeons could not 
find the adhesion. Fortunately, with sub- 
sequent pneumothorax treatment, the ad- 
hesion gradually relaxed, and complete col- 
lapse was achieved. 

Dr. A. D. Crecca!? advocates so-called trans- 
thoracic phrenic nerve interruption during 
pneumolysis when the nerve is visualized 
through the thoracoscope and crushed if 
needed. 

So-called open intrapleural pneumolysis is 
a more complicated procedure, but in skilled 
hands it gives very good results. The “magni- 
tude of the operation and its potential dan- 
gers make it less desirable.” 

We have had a few cases in which extra- 
pleural pneumothorax might have been suc- 
cessfully used,'* but again lack of coopera- 
tion in the patients and especially their re- 
sistiveness made us hesitant to subject them 
to this method. Moreover, extrapleural pneu- 
mothorax is a very difficult surgical proce- 
dure requiring thorough thoracic training, 
and it is not without serious risks'> and 
dangerous complications. Because of these 
complications, we have ruled out this pro- 
cedure. Moreover, refills should be given at 
least once a week for an indefinite period, 
and as I have stated, we cannot rely upon 
our patients, for we never know when a co- 
operative patient may become extremely re- 
sistive. When this happens the refill is not 
done, and the whole procedure loses signifi- 
cance. As the “operation is not simple, post- 
operative management exacting,’ and “ab- 
solute bed rest for the first three post-oper- 
ative months observed in every case,”!’ our 
type of patient is automatically excluded. 
Another setback is the difficulty in getting 
permission for surgery. Very often the rela- 
tives either refuse permission or delay so long 
that the patient gets so much worse that 
any surgery becomes impossible. 

Oleothorax can be used as an adjunct in 
maintaining pneumothorax collapse against 
obliterative pleurisy or as a help to pneumo- 
thorax in case of adhesions, fibrous-walled 
cavities, and thick rigid pleura. “Its legiti- 
mate uses are undoubtedly limited.’'> We had 
one case of obliterative pleurisy, but oleo- 
thorax could not be used due to the pro- 
gression of the disease. Dr. J. Paxton'’ com- 
bined this method with extrapleural pneumo- 
thorax with favorable end results, when spu- 
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tum conversion was accomplished in 72.3 per 
cent, but he adds, “Absolute bed rest for the 
first three post-operative months has been 
observed in every case.” We could not keep 
our patients in bed quietly even for three 
hours. 

Unquestionably, phrenic nerve interruption 
is of value in selected cases, '*'9 but it is 
contraindicated in those cases in which the 
failure of the cavity to close is due to lateral 
adhesions, in cavities adherent to the chest 
wall, in cavities covered with a thick pleural 
cap, and in multiple and large cavities. 
Therefore, phrenic nerve surgery could be 
easily applied in the case of ineffective pneu- 
morthorax on account of apical and dia- 
phragmatic adhesions. But Dr. F. Cardis and 
Dr. A. Gilliard state,° “The functional dis- 
turbance which results from this operation 
is too great for it to be done when the 
chance of success is slender or when it is 
obvious that if it fails, thoracoplasty will 
be needed later.” Dr. L. Graff?' reports very 
disappointing results in 228 patients oper- 
ated on eight to ten years previously: heal- 
ing was obtained in only 101% per cent. We 
had only three such operations as prelimi- 
nary preparation to thoracoplasty, and all 
three patients died after the latter. 

Dr. Alexander,'* in discussing scaleniectomy 
and scaleniotomy, states, “I feel that the 
benefit to be expected from any of these 
uses Of scaleniectomy and scaleniotomy, with 
the possible exception of that in pneumo- 
thorax cases, is too small to justify the oper- 
ation.” 

Dr. Goldberg”? writes, “I believe that scal- 
eniotomy alone or combined with phrenic- 
ectomy can be advised, if at all, as an opera- 
tion preparatory to thoracoplasty.” 

Multiple intercostal nerve paralysis has 
very small indication and is used only to 
prepare patients for thoracoplasty or at the 
time when thoracoplasty is still contraindi- 
cated but the patient is in need of some 
measure to help overcome signs of activity 
in the opposite side. 

We have had no occasion to use the three 
above mentioned procedures, and their indi- 
cation is so rare, I shall not discuss them. 

Monaldi is a very simple operative pro- 
cedure and in selected cases gives very promis- 
ing results,?>-2*-56 but of course, it requires 
a great deal of cooperation from the pa- 
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tient and naturally is not applicable to jp. 
sane patients. 

The first prerequisite for thoracoplasty i 
a skillful thoracic surgeon. The State pp. 
partment of Mental Hygiene should admit the 
need of a trained chest surgeon and appropri. 
ate a sufficient remuneration for this purpoge 
We are fortunate in having the services 9 
a general surgeon who helps us considerably 
but we need a surgeon who is an expert jp 
thoracic surgery. 

The long experience of thoracic experts 
has shown us the necessity of appreciating 
the complex physio-pathological principles 
involved, so that today our efforts are di- 
rected, not so much toward performing a 
given surgical procedure in stereotyped fash- 
ion, but in adjusting such procedure, first, 
to the individual as a physiological unit; sec- 
ond, to the pathology as represented in the 
clinical and laboratory findings at a given 
period; third, to accomplishing a specific pur- 
pose, namely the collapse of a tuberculous 
cavity with consequent prevention of both 
extension and the absorptive phases of the 
disease, having in mind, however, the preser- 
vation of adequate pulmonary function. We. 
at this institution, must consider even fur- 
ther; that is, whether or not the patient's 
mental status and relative deterioration 
would preclude any anticipated benefits of 
surgical intervention. 

Literature is full of reports??**23" 
which prove beyond doubt that thoracoplasty 
is the best modern method of treatment for 
tuberculosis and has accomplished dramatic 
results. Thoracoplasty was first tried in the 
Hudson River State Hospital in September. 
1931, and the surgeon in charge used the 
old method of Dr. Sauerbruch. Three pa- 
tients were operated upon by this method, 
and they all died shortly after the third 
stage. On going through the histories and 
x-rays of these patients, there is no ques 
tion but that they perished due to insuf- 
ficient resection of the ribs, and I am COn- 
vinced that if the stages had been reversed, 
the results would probably have been much 
better. In 1933, the fourth case was operated 
upon for empyema, when the surgeon tried 
to obliterate pleural space. The failure o 
these first four thoracoplasty cases was I 
sponsible for the abandonment of this meth- 
od until six years later. In 1939, we had 
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five well selected cases who were operated 
upon, and three cases in 1940. The first stage 
on all these patients consisted of removing 
the first three or four upper ribs, but un- 
fortunately insufficient segments of ribs were 
resected, no vertebral processes were remov- 
ed, and the results of these 8 cases were 
not encouraging. One patient died from op- 
erative shock after the second stage. Out 
of the remaining 7 cases, one had good re- 
sults; two fair; and four, poor. I would like 
to give you more information in regard to 
the patient who died: he was a man of 40 
with a small lesion in the left upper lobe. 
Pneumothorax was tried but could not be 
instituted due to the lack of free space. 
Sputum was positive, but later after retrac- 
tion of mediastinum and trachea to the left, 
sputum became negative. In October, 1938, 
his sputum became positive again, and lesion 
showed signs of cavitation. He was oper- 
ated upon in February, 1939. He had a stormy 
recovery with frequent hemorrhages. His 
temperature was up to 102°. In March, 1939, 
the second stage was performed, but the pa- 
tient died from what appeared to be oper- 
ative shock. The selection was good; the 
fatal end result was not from the operation 
itself, but rather from the mental condi- 
tion of the patient. He tried to get up, 
was very restless and absolutely uncooper- 
ative. 

The two patients who had fair results from 
thoracoplasty had had pneumothorax treat- 
ments previously. In one, the pneumothorax 
was very promising, but after the patient 
became uncooperative, it had to be abandon- 
ed. In the second patient pneumothorax was 
abandoned on account of the thick pleura 
and adhesions. Thoracoplasty was effective 
in these two cases, and we expected to get 
very good results; but again the patients 
became uncooperative and, by the end of 
the year 1940, showed signs of spread in the 
opposite lung. I believe if these patients had 
been operated upon before pneumothorax 
treatment was given, the results would have 
been much better. 

Case No. 27 is a patient who had good re- 
Sults. She had pneumothorax for about four- 
teen months, and it was considered effec- 
tive until positive tuberculous effusion ap- 
peared. She was transferred to the surgery, 
and the first Stage was performed in April, 
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1939. She gained weight, sputum became 
negative, temperature and pulse normal, and 
physical examination failed to reveal pres- 
ence of moisture. Her cough disappeared 
also. 

The remaining four cases, we consider poor 
because thoracoplasty, up to the present time, 
did not collapse the cavities, and it is quite 
possible that three out of this four will 
need the second stage if permission is grant- 
ed. All these four had pneumothorax treat- 
ment, but it had to be abandoned due to 
lack of free space and due to uncoopera- 
tion. 

The postoperative period is not without 
complications arising from the patients’ un- 
predictable behavior. They remove dressings 
and scratch the wounds, so that we occa- 
sionally have to put their arms in casts to 
prevent infection. Once, on the fourth post- 
operative day, a nurse left one of the pa- 
tients for a few moments. When she left, 
he was peacefully eating his luncheon, when 
she returned he was standing in the corner 
anointing his head with mashed potatoes, 
and a liberal portion was plastered over the 
wound. 

“The sandbag, shotbag, pulley, brace and 
harness have been found indicated and use- 
ful, and there is experimental and clinical 
evidence that they are efficient.’”*’ It has 
been said that they must be “applied with 
patience and care.’* “Their theory and prac- 
tice should be explained to the patient and 
constancy of use repeatedly urged.”*> These 
statements naturally do not apply to insane 
patients, and we should diagnose our tuber- 
culous patients as early af possible so they 
would not have to resort to these mechanical 
aids. 

Modern chemotherapy is still in an experi- 
mental stage. The Mayo group* reports very 
promising results with the usage of Promin, 
a new sulfone compound in experimental tu- 
berculosis. They claim that in 62 per cent 
of treated animals, the spread of tubercu- 
lous involvement, taken as an index of the 
degree of infection, was absent. In 24 per 
cent, the tuberculous involvement was mini- 
mal; in 10 per cent, moderate; and in 34 
per cent, extreme. Other workers*®** failed 
to get similar results and think that sulfa- 
pyridine and its derivatives are of no value 
in prolonging life of infected animals. Dr. 
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Wm. H. Feldman and Dr. H. Corwin Hin- 
shaw’ concluded that “although certain de- 
sirable modifications in the character of the 
tuberculosis occurred in most of the guinea 
pigs that were treated, the results do not 
imply that sulfapyridine would be of value 
in the clinical treatment of tuberculosis.” 
This conception still holds true, but chemo- 
therapy is in a state of constant develop- 
ment, and everyone who is interested in tu- 
berculosis work looks forward to more prac- 
tical achievements. Such a method of treat- 
ment would be most applicable to our type 
of patients. 

It is my impression that the complica- 
tions of pneumothorax treatment act un- 
favorably on the mental conditions of the 
patient in the majority of cases, and there- 
fore it would probably be much better if 
we subjected them first to thoracoplasty, 
rather than to pneumothorax treatment. 
Of course, our thoracoplasty number here is 
very small, and we have no right to make 
definite deductions. Nevertheless, I person- 
ally am convinced that pneumothorax in 
most of our cases was a waste of time and 
energy and that thoracoplasty should be ap- 
plied early, rather than as a last resort. We 
plan to continue to give pneumothorax when- 
ever thoracoplasty cannot be done, and we 
shall watch these results with great inter- 
est. 

From now on we plan to select, with greater 
care and exactness, patients for thoracoplasty 
who can be converted by only one stage from 
an open to a closed case, because the multiple 
stage operation will undoubtedly affect the 
patient as adverSely as prolonged pneumo- 
thorax treatment. 

Here is our task, and here is our hope for 
the future—that through the incessant search 
for early tuberculosis our fight may be won. 


Conclusions 


1) The usual methods employed in treat- 
ment of tuberculosis are not applicable to 
most psychiatric patients, therefore the ap- 
proach should be entirely different. 

2) Early diagnosis and segregation of tu- 
berculous insane patients is especially em- 
phasized. 

3) There is a definite need for further 
segregation of cooperative from non-cooper- 
ative tuberculous patients. 
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4) Of the complications, the spread in Op- 
posite lung is most frequent and serious. 

5) The figures cited prove that artificig) 
pneumothorax in a great majority of case 
is not a successful method. 

6) Mental instability and unpredictable be. 
havior of the patient are usually respongi- 
ble for the failure of pneumothorax eye 
in “ideal” selected cases. , 

7) Early thoracoplasty should be attempt. 
ed rather than run the risk of prolonged 
pneumothorax. 

8) The appointment of state thoracic syr- 
geons who would take care of complicated 
thoracic surgery in the state hospitals seems 
advisable. 

9) There should be a law permitting oper- 
ation on the tuberculous insane without pre- 
liminary approval of the relatives. 

10) The state and federal governments 
should recognize the fact that the state hos- 
pitals are understaffed and should remedy 
this condition, particularly in the tubercu- 
losis units. a 

11) All employees in the tuberculosis unit 
should be watched for possible reinfection. 
We consider physical examination with x-ray 
of chest every four months sufficient. 
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Healed Miliary Pulmonary Tuberculosis 


S. S. BEVERLY, M.D.* 
Oteen, North Carolina 


Healed miliary tuberculosis of the lungs 
may be defined as a partial residual of acute 
miliary tuberculosis. A pulmonary involve- 
ment is referred to in this paper. It is im- 
possible to differentiate clinically between 
the limited type of miliary tuberculosis of 
the lungs and the generalized variety of 
hematogenous origin; without observing the 
cases in the acute stage of the disease. 

In the descriptive literature, some writers 
specify no pathology found in the other or- 
gans. This would substantiate and confirm 
the diagnosis of miliary tuberculosis of the 
lungs, limited type. 

Other writers of equal authority are of the 


* Veterans Administration. 


opinion that cases occasionally become healed 
because the meninges were not involved dur- 
ing the acute stage. By inference, one would 
naturally conclude that such a case was of 
the generalized type of acute miliary tuber- 
culosis of hematogenous origin. It is there- 
fore evident that the cases may be of either 
type. 

R. H. Fish, M.D.,! made a very extensive 
review of the foreign literature. He quotes 
several physicians in his abstract as follows: 
“Waller maintained miliary tuberculosis was 
curable in 1840. Wunderlick reported a case 
in 1860. The patient succumbed to an inter- 
current disease. The diagnosis of healed mili- 
ary tuberculosis was confirmed at autopsy.” 

Bryan and Levitin’? reported a case which 
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was diagnosed 35 years prior to death. The 
patient expired from carcinoma of the eso- 
phagus with obstruction at 65 years of age. 
The autopsy revealed healed miliary lesions 
in the lung tissue and not in the other or- 
gans. Marlow’ reported 36 cases he found 
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in the literature. Mayoral’ reports four Cases 
of healed miliary tuberculosis of the } 

with a discussion of the possibilities of non. 
tuberculous origin. Maxwell’ reported ty 
cases Of healed miliary tuberculosis of th 
lungs, limited type. Both cases were studig 
throughout the clinical course with recovery, 

All physicians are familiar with the pp. 
thology of acute miliary tuberculosis of th 
lungs. The lesions are caseous and destrye. 
tive. As the patient’s resistance to the ip. 
fection is increased; calcification and fibrogjs 
follows, with the resulting small opaque den. 
sities as revealed by the x-ray or at autopy 
later on. As the healing takes place, the ne. 
crotic areas are surrounded by lymphocytic ip- 
filtration and numerous giant cells. Later 
calcific opacities remain. 

As the cases appear in the clinics, the only 
objective evidence demonstrable is a lung field 
through which are numerous small opacities, 
varying in size from two to four millimeters 
in diameter. 

There are no demonstrable physical signs 
in the chest. The patients are in good physi- 
cal condition as far as this involvement is 
concerned. They usually give a history of 
having had a serious illness in childhood 
or later in life. This attack having lasted 
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from four to six weeks. During this time he 
was not expected to recover on account of 
the seriousness of the malady. This was be- 
lieved to have been the acute stage of the 
disease. 

Out of approximately 15,000 chest admis- 
sions, the writer found five cases. They are 
shown on exhibits one to five, appended. 

It would not be surprising in general prac- 
tice if such a Case was never seen. 

It is not the purpose of this paper to dis- 
cuss the acute phase of acute miliary hema- 
togenous tuberculosis, acute miliary tubercu- 
losis limited pulmonary type, nor fungus in- 
fections. The differential diagnosis is much 
more complicated in the acute form, as mili- 
ary carcinosis, miliary abscesses, pneumo- 
coniosis, multiple broncho-pneumonia, case- 
ous peribronchitis, very fine bronchiectasis 
and Hodgkin’s disease must be eliminated. 
Some authorities are of the opinion that some 
fungus infection of the lungs will give a simi- 
lar picture as referred to on the appending ex- 
hibits, especially aspergillus niger. It is be- 
lieved that the preponderance of evidence is 
supporative of healed miliary tuberculosis. 
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Conclusions 


1) Exhibits, one to five, illustrate cases of 
healed miliary pulmonary tuberculosis. 

2) It is not disabling, and rare. 

3) The patient is not cognizant of the con- 
dition. There is an absence of physical signs 
and clinical symptoms. 

4) It is usually detected coincidentally in 
clinics where routine chest x-rays are made. 

5) It is sometimes estimated as a clinical 
disability by those not familiar with the con- 
dition. 
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Treatment of Pulmonary Tuberculosis 
Fake Cures 


WILLIAM C. VOORSANGER, M.D. 
San Francisco, California 


Tuberculosis comes under the general head- 
ing of a chronic constitutional disease. No 
specific cure has ever been found for it— 
that is, it cannot be cured like malaria, ty- 
phoid, diphtheria, pneumonia, or even syph- 
ilis. It is not a self-limited disease—it is 
a progressive disease. Until the beginning 
of the present century when modern meth- 
ods of treatment. such as scientific rest and 
pneumothorax came into vogue, tuberculosis 
was considered incurable and hopeless. Tu- 
berculin, the result of Koch’s discovery of 
the tubercle bacillus in 1882, had its trial for 
over twenty years, and proved ineffectual as 
a cure. In fact, it became a two-edged wea- 
pon, doing a great deal of harm in the hands 
of inexperienced practitioners who did not 
know that tuberculin acts by stimulating the 
tubercle in the lung, causing it to caseate— 
then sometimes to heal, but other times to 
break down into cavities. It often activated 
a healed lesion, creating active tuberculosis 
out of a quiescent focus. 

During the era of tuberculin popularity 
over one hundred of its derivatives under 
various trade names were put upon the market 
and recommended as cures. No tuberculin 
product was ever guaranteed, thus saving 
many other products from being considered 
“fake cures.”” Many of them were sponsored 
by eminent scientists’ such as Koch, himself, 
Sahli, Von Ruck, and others. One of the 
famous cures of that day was the Spahlinger 
Serum, created by a Swiss chemist and for 
a time sponsored with a grant from the Bri- 
tish Government. This also proved worth- 
less. Sanocrysin, commonly Known as a gold 
cure, after several years of trial, proved 
worthless, although its creators were men of 
science and it was used by many hospitals 
and tuberculosis specialists in the hope that 
it really might effect a cure. What patients 
must always remember is that doctors who 
treat tuberculosis properly are fully aware of 
all new developments and never hesitate to 
give any treatment of fair and long trial be- 
fore condemning it. Chaulmoogra Oil, which 
proved so efficacious in the treatment of 
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leprosy, was given a fair trial in 1929 or 
1921 in the treatment of tuberculosis, op 
the theory that the bacilli of the two djs. 
eases being similar, what helped one migh 
help the other. I personally brought Chay. 
moogra Oil from Honolulu in 1920 and wa 
one of three physicians authorized to use it 
clinically on patients. After six months care. 
ful trial in many patients we decided tha 
it was valueless as a cure. Still two years 
later a prominent drug firm in this country 
tried to commercialize its use in the treat- 
ment of tuberculosis. 

Remedies such as various commercial con- 
coctions of tuberculin, Chaulmoogra Oil or 
Sanocrysin, cannot be considered as “fake 
cures” unless recommended to do something 
they cannot do, either by a drug firm or by 
a doctor. It is just as culpable for a fully 
licensed doctor to guarantee a cure of tuber- 
culosis by the use of an ethical preparation 
as for a quack to guarantee the same bya 
fake preparation. So-called ethical remedies 
have their place in the treatment of tuber- 
culosis alongside all known, tried and proven 
remedial agents, but physician and patient 
must realize their limitations. 

The difference between ethical and fake 
remedies might be explained to clarify our 
understanding of the subject. I think we 
may assume that any remedy given in good 
faith by a reputable physician can be con- 
sidered ethical although it may be ineffi- 
cacious. Any remedy whose composition is 
secret, which is guaranteed to cure and which 
is advertised and fostered by unscientific 0 
unscrupulous individuals may be considered 
under the general heading of “fake.” 

Cures which preyed upon public credulity 
have been employed since time immemorial 
In ancient times, Pliney recommended the 
“gall of the wild boar or of the beef applied 
hot.” During the days of witches and witch- 
craft all sorts of concoctions were brewed 
for different diseases and sometimes a Talis- 
man or lucky token of some sort was used. 
The Chinese have always been great users 
herbs, and even today, although they accep! 
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modern treatment of tuberculosis, they still 
pelieve in taking concoctions brewed from 
various plants. There is, of course, some merit 
in the latter. Perhaps a good deal of so- 
called quackery is an aftermath of the days 
when there were no physicians and disease 
was a Visitation from the Almighty for sins 
or misdeeds. The high priests of old were 
the religious, civic and medical heads. Medi- 
eines were unknown. The priest cured by 
prayer and if it didn’t work and the patient 
died—well, he just deserved it. The present 
practice of Christian Science, based upon 
prayer, harks back to olden times, when the 
religious head cured by “the laying on of 
hands,” or by “three elders of the Church” 
praying. 

Perhaps some of the practices of our early 
physicians appear to us today just as ridicu- 
lous as the practices of the Chinese, Hindus, 
witches, cr the priests of old. As late as 
the early part of the Nineteenth Century 
when the so-called philosophic school of med- 
icine prevailed, physicians believed that any 
disease could be diagnosed and treated by 
argument. Pathology was unknown. Surgery 
was crude and doctors argued very much 
like the ancients—the patient getting well 
or dying often without the doctor knowing 
the nature of the disease. 

Thus we see the basis for all quackery is 
human credulity. The patient who is a suf- 
ferer wants relief. The difference between 
an ethical practitioner and a quack is that 
the former never guarantees cure—the latter 
always does. Some cults have followers who 
are sincere in their belief that their particu- 
lar system will cure disease. This could hard- 
ly be called quackery. When an individual 
of this cult, however, guarantees cure for all 
diseases by his methods, and accepts money 
for treatment from his gullible followers— 
that spells quackery. 

During the past fifty years hundreds of 
quack drugs and remedies for the cure of 
tuberculosis have been foisted upon a credu- 
lous public with more or less commercial suc- 
cess. I say this deliberately, because no ad- 
vertised remedies originating from unscien- 
tific sources ever have the interest of the 
patient under consideration. We can at this 
time only review a few of the quack remedies 
Which have been advertised in recent years. 

Perhaps one of the most important at- 
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tempts to extract dollars from gullible Ameri- 
can patients was the Friedman “Turtle Se- 
rum,” brought to this country in 1913 by its 
discoverer, Franz Friedrich Friedman. Fried- 
man was a bacteriologist of Berlin who pro- 
duced a vaccine from the blood of a turtle 
and claimed it would cure tuberculosis. Noth- 
ing had even been proven but a newspaper 
syndicate in the United States as a publicity 
stunt heralded the cure all over the country. 
Day after day front page articles in all the 
leading cities told of the great remedy dis- 
covered by a famous German professor who 
at that time was neither famous nor a pro- 
fessor. I still remember a movie of Dr. Fried- 
man being escorted around Washington by 
the then Secretary of State, William Jennings 
Bryan. He was also received by the Presi- 
dent of the United States. Sufferers from 
tuberculosis from all over the country were 
clamoring to meet Friedman and take his 
treatment. In two weeks he actually coliect- 
ed $75,000 in large and small fees. The med- 
ical profession then stepped into the breach, 
realizing that commercialized quackery was 
at work. The public was again being victim- 
ized by a clever charlatan with the support 
of a newspaper syndicate. It is a good thing 
to remember never to put faith in a cure 
for tuberculosis which is first announced in 
the public press instead of in recognized med- 
ical journals. On a certain Monday morning 
in 1914, Friedman, who during several weeks 
had been the most publicized man in the 
United States, decided to open an office in 
New York City. He selected the most ex- 
pensive location he could find. At the an- 
nounced time reports have it that the crowd 
waiting to pay Friedman any amount asked 
extended for two city blocks. And then a 
peculiar thing happened. Dr. Herman Biggs, 
at that time Commissioner of Health for the 
city of New York, issued a ruling that no 
one could use a vaccine or serum on pa- 
tients unless it was first submitted to the 
Health Department for examination and ap- 
proval. The whole fake then blew up. Fried- 
man could not afford a report on his prep- 
aration—he could not use it without the con- 
sent of the health authorities. So he folded 
up and returned to Germany with plenty of 
money, but not nearly as much as he had 
hoped to collect. I have dwelled at length 
upon the “Friedman Cure” because it demon- 
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strates how easily the public can be victim- 
ized and how important a part the organ- 
ized medical profession plays in preventing 
these impositions. This episode was particu- 
larly tragic since this cure was produced by 
a scientific, educated physician, who knew 
he was deceiving the public. 

Nuforal. This preparation was announced 
from a New York laboratory about 1922 as 
a new cure. I visited the Nuforal laboratory 
in June of 1922 because its product had been 
heralded as a sure cure. Being somewhat 
impressed by the character of the laboratory 
where it was manufactured, and the appar- 
ent sincerity of its promoters, I agreed to 
try it in patients for a period of six months. 
I was also shown a list of 200 prominent tu- 
berculosis specialists who were trying it. This 
list was probably falsified to a large extent. 
I followed instructions, which were to inject 
the remedy at intervals for a period of three 
months. No result of any kind was obtained. 
I published a report stating that Nuforal had 
nothing but a commercial value. The lab- 
oratory threatened a libel suit but never car- 
ried out the threat. Both the “Friedman 
Cure” and Nuforal were originated by men 
of scientific attainment who did not hesitate 
to use their knowledge in the promulgation 
of untested, unknown cures for the purpose 
of extracting money from unfortunate sick 
people. Naturally one cannot be criticized for 
trying a method, a form of treatment in pa- 
tients, even though he fails, if his intentions 
are sincere and his efforts not entirely in- 
fluenced by commercial prospects. 

The Abrams Electronic Method “cured” pa- 
tients by means of introducing units of elec- 
tricity into their bodies with an electrical 
contraption around their waists. Dr. Albert 
Abrams, a brilliant erratic physician of San 
Francisco, was so convincing in his promises 
that sufferers from all over the world con- 
sulted him and paid enormous fees. He guar- 
anteed a cure for any disease but the fee had 
to be paid in advance. If the patient did 
not get well after the guaranteed period, 
some other disease was blamed for the failure. 
Many sufferers from tuberculosis were vic- 
timized by this fake cure. Some spent all 
their money and landed in other places. Many 
of them died during treatment. I personally 
treated several victims of Abrams’ treatment. 
Most of them died. 
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The Fowler inhalation treatment flourish. 
ed for many years in Alameda County. The 
patient was told that by inhaling a certain 
preparation his lungs would heal. A few im. 
proved as they probably would have unde 
any or no treatment. All quacks hold up 
the few who have gotten well as examples 
to impress the gullible sufferers. Fowler woul 
send patients who probably never had tuber. 
culosis as emissaries to known cases ang 
promise cures. Fowler himself was not a doe. 
tor and thus he came amuck of the State 
Medical Act. He was repeatedly arrested for 
violation of the law but always escaped with 
a fine and thus continued his practices, even 
going so far as to engage a supposedly li- 
censed physician. He went so far as to g0- 
licit funds among his patients for a sani- 
tarium. This was built and operated but soon 
failed financially. As far as it is known. 
Fowler and his remedy are today non-exis- 
tent. 

The latest quack remedy to make its ap- 
pearance is Erus-Eruc, which read backwards 
spells “Sure-Cure,” and which, according to 
the State Chemist of the California State 
Food and Drug Laboratory, is made up of 
sassafras, kerosene, and yellow dye. The 
preparation may be rubbed in externally, 
taken internally, and inhaled. Now why such 
a concoction promulgated by two laymen, Mr. 
and Mrs. Hurlbert of San Bernardino, Cali- 
fornia, should cure tuberculosis, no one 
knows, and no intelligent persons should be- 
lieve. Still, Mr. C. Eugene Grier, Chairman 
of the Board of Supervisors of San Bernar- 
dino County, stated that it cured him of tu- 
berculosis and induced his board to appro- 
priate $1500 of public money to experiment 
on twelve patients. The unfortunates were 
patients in the County care at the county 
tuberculosis sanitarium. The experiment was 
made legally possible by employing a licensed 
physician, who agreed to give the patients 
this medicine although he knew it was 4 
quack remedy. What Mr. Grier’s interest in 
the remedy was is hard to figure. He tried 
unsuccessfully to interest other counties. Per- 
haps he hoped to commercialize another fake 
and with the Hurlberts cash in on humal 
gullibility. The victims of this fake were 
many, who lost their opportunity while tak- 
ing the Hurlbert cure to have well-known 
remedies applied. The Hurlbert cure, since it 
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was sponsored by the County was scientifi- 
cally observed by a committee of physicians 
and proven not only inefficacious but a rank 
fake. Mr. and Mrs. Hurlbert were arrested 
for violating the Medical Practice Act, fined, 
and put on two years’ probation. Thus they 
are prohibited using their quackery to vic- 
timize other sufferers. They fortunately step 
out of the picture but someone else will step 
in. There are hundreds of fake cures for 
tuberculosis which have been tried and failed 
during the past hundred years. There are 
hundreds being advertised and used in this 
country today. The law can only step in when 
violation is apparent and then put some in- 
dividual or group out of business. It is power- 
less to stop someone else initiating a new 
fake. 

Tuberculosis and cancer sufferers are the 
easiest victims of the quack. These diseases 
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are of long standing—are still by many con- 
sidered incurable, and the sufferer reaches 
for any straw. 

Tuberculosis is no longer incurable. Our 
well-known methods are early diagnosis, sci- 
entific rest, good food, sunshine, a doctor 
with a conscience, collapse therapy. These 
are tried methods which give results. Don’t 
get discouraged because your cure isn’t al- 
ways rapid or because John Smith got well 
faster than you. Loss of faith often sends 
the sufferer to someone who guarantees a 
cure for so much money on the line. Con- 
tinue to have faith in accepted and proven 
remedies. Always suspect a secret remedy 
which guarantees cure. If sufferers from tu- 
berculosis will follow these two tenets the 
faker and his fake remedies will disappear 
and no longer victimize a gullible public. 

490 Post Street. 
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Office of the Surgeon General, U. S. Army, 


Washington, D. C. 
SECTION XIII—Lungs and Chest Wall 


Released: March 28, 1942 


STANDARDS OF PHYSICAL EXAMINATION 
DURING MOBILIZATION 


Revised January 15, 1942. Note: Foot notes on 
several of these pages refer to Class 1-A (Sus- 
pended). Defects referred to as Class 1-A (Sus- 
pended) are regarded as remediable defects which, 
when corrected, would qualify individuals so af- 
fected for Class 1-A, general military service. 


SECTION XIII 
LUNGS AND CHEST WALL 


Paragraph 
Chest examination 51 
X-ray examination __ 53 
Physical examination 54 
Other examination’ — 55 
Class 1-A 56 
Class 1-B 57 
Class 4 58 
General considerations 59 

51. Chest examination.—The chest examination 

Will include a roentgenogram, as well as the 

usual methods of physical diagnosis. A pertinent 

history of past chest diseases will be taken. Be- 

cause of its importance and frequency, special 


Consideration must be given to the detection of 
tuberculosis. 


52. History.—Inquiry should be made about pre- 
vious and present symptoms of respiratory dis- 
orders, particularly if abnormalities of the chest 
are discovered, if the weight is below normal with- 
out other explainable causes, if there is unex- 
plained fever, or if there are indications of pos- 
sible tuberculous lesions in others parts of the 
body, such as fistula in ano or enlarged lymph 
nodes. The history of chronic or frequently re- 
curring cough and expectoration, hemoptysis, 
pleurisy or chronic laryngitis requires special in- 
vestigation for a cause. It must be remembered, 
however, that pulmonary tuberculosis may exist 
in its earliest stages without producing any 
symptoms. 

53. X-ray examination.—Chest x-ray films made 
on individuals entering the military service are 
to serve as permanent records. Care will be ex- 
ercised in processing these films to insure their 
keeping qualities and in marking them in order 
that they may always be accurately identified. 
Chest x-rays will be made on selectees and ap- 
plicants for voluntary enlistment and reenlist- 
ment as indicated below: 

a) Selectees——Chest x-ray will be made on se- 
lectees at the place of initial examination when- 
ever practicable. Men who are not x-rayed at 
the time of the initial examination will be x-rayed 
upon arrival at reception centers and the films 
interpreted before induction. 
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b) Applicants for voluntary enlistment and re- 
enlistment. 

(1) Applicants for voluntary enlistment, or for 
reenlistment more than three (3) months follow- 
ing discharge from previous Army service will 
have a chest x-ray prior to acceptance whenever 
facilities are available for this purpose. Army 
facilities will be used to the utmost, but when 
these and the roentgen facilities of other Fed- 
eral Agenies are not available, competent civilian 
x-ray laboratories may be utilized. Applicants 
for reenlistment immediately following discharge 
from previous Army service will have had an 
X-ray made prior to discharge and in such cases 
reexamination by x-ray is unnecessary. 

(2) When it is not practicable to have chest 
X-rays made on individuals applying for enlist- 
ment and reenlistment prior to acceptance, if 
otherwise qualified, they may be enlisted and a 
chest x-ray made at the first Army station to 
which assigned. Recruits and those not applying 
within ninety (90) days for reenlistment whose 
x-ray of the chest is made subsequently to their 
acceptance and who are found to have disqualify- 
ing defects as a result thereof will be immediately 
discharged on Certificate of Disability. 

(3) In order to insure that all individuals are 
given a chest x-ray as provided in (1) and (2) 
above, the date and fact of chest x-ray exami- 
nation will be recorded under the heading “Car- 
rier Examinations” on page 1 of the individual's 
service record. This information will be recorded 
upon the initiation of the service record on in- 
dividuals whose enlistment or reenlistment exam- 
ination has included a chest x-ray. For others 
it will be recorded upon completion of the chest 
X-ray examination. 

Identification. 

(1) Identifying marks which are photographed 
on the film at the time of its exposure are most 
satisfactory. This may be accomplished with the 
special attachment which forms an integral part 
of the photoroentgenographic unit or by lead foil 
stencils for use with standard x-ray equipment. 
The individual’s identification tag is readily pho- 
tographed upon the film. Its use when available 
will obviate the necessity for including the in- 
dividual’s name and serial number in the stencil 
or adding it to the film as described below if 
stenciling equipment is not available. Such iden- 
tifying data as cannot be photographically re- 
corded at the time the film is made will be 
added as soon as practicable after processing of 
the film is completed. Experience has shown that 
a good grade of white ink, well shaken to form 
an even mixture, provides the best medium for 
writing on acetate films; ordinary black ink, for 
writing on paper films. If available, a perforating 
machine making letters and figures of appropri- 
ate size may be used for recording additional 
data on films after they have been processed. 
Identifying marks other than those which are 
recorded photographically will be placed on the 
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light portion of the film corresponding with the 
subdiaphragmatic area. Care will be taken that 
identifying words and figures are printed, per. 
forated, or written so that they are clearly legi. 
ble. Data photographically recorded wil] be Jo. 
cated in the upper right and left corners of th 
film. 

(2) For individuals being examined for e. 
trance into the enlisted service, the minimyy 
identifying data will include the following: plag 
of examination; date; the individual's last nam 
first name and middle initial; his home address. 
Army serial number, and in the case of regis. 
trants their local board identification code num. 
ber. Except for the Army serial number, they 
data should appear in the upper right and lef 
corners of the film as indicated below: 


Camp Forrest, Tenn. 
February 28, 1942 


Johnson, Carl D. 
1205 West Avenue 
Nashville, Tenn. 
48-037-005 


(The local board identification code number 
will be found at the right side of the local board 
stamp placed on DSS Form 221.) 

(3) Since serial numbers are not given unti 
men have been accepted for service, all films 
of accepted men will be held at the home sta- 
tion of the Army examining boards until indi- 
vidual serial numbers have been obtained and 
entered thereon. 

d) Disposition of films made in continental 
United States and Puerto Rico. 

(1) Films made in the examination of me 
voluntarily enlisted or inducted into the service 
or discharged therefrom, after being carefully 
checked for proper identification, will be assem- 
bled in packages of appropriate size and mailed 
promptly under penalty cover to the Veterans 
Administration, Kansas Avenue and _ Upshur 
Street, N. W., Washington, D. C. All packages 
of films sent to the Veterans’ Administration 
should be labeled “Exposed X-ray Films” and 
should show the name of the Army organization 
making shipment. 

(2) All chest x-ray films of registrants who 
are rejected for any reason (Class 4) and of 
those who are recommended for Class 1-A (sus 
pended) because of border-line tuberculous @ 
other chest conditions, or for any other reasol, 
will be forwarded to the State Director of S 
lective Service at the state headquarters of the 
state from which the registrant is presented 
Chest x-ray films of registrants who are recom: 
mended for placement in Class 1-B will also & 
sent to the State Director of Selective Servite 
until such time as Class 1-B men as such have 
been ordered accepted for limited military se 
vice by the War Department. In the latter evett 
the films of Class 1-B men will be sent to the 
Veterans’ Administration as provided for th 
films of Class 1-A men. Films forwarded © 
State directors will be sent in separate packages 
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appropriately labeled as indicated below: 
“Films of registrantts recommended for re- 
examination in six months because of bor- 
derline tuberculosis or other chest condi- 
tions, or after correction of a remediable 
defect (Class 1-A (suspended) ).” 
(b) “Films of registrants recommended for 
placement in Class 1-B.” 

ic) “Films of registrants rejected because of 
tuberculous or other chest conditions (Class 

(d) “Films of registrants rejected because of 

other than chest conditions (Class 4).” 
(e) Disposition of films made in the Hawaiian 
Department. 

Chest x-ray films made on selectees in the 
Hawaiian Department will be held there for the 
present. 

54. Physical examination.—This should include 
inspection, palpation, percussion and ausculta- 
tion of the chest. 

a) Structural abnormalities of the thoracic wall 
and striking rapidity, limitation or inequality of 
the respiratory movements are to be noted. 

b) Abnormal physical signs in the lungs, pleura 
or mediastinum should be carefully checked to 
ascertain whether they persist or are only transi- 
tory. 

c) Particular attention should be focused upon 
the occurrence of pulmonary rales, which may 
be elicited only after the respiratory cough. The 
subject should be instructed to exhale completely 
with the mouth open, immediately to cough be- 
fore inhaling, and then to inhale deeply but 
quietly. Rales are heard most often at the be- 
ginning of inhalation after such an expiratory 
cough. A small patch of persistent rales at the 
apex, in the interscapular area or in some other 
part of the chest may be the only evidence of 
tuberculosis shown by physical examination. 

d) It must be borne in mind that some tu- 
berculous lesions may not produce abnormal 
physical signs. In other words, normal signs do 
not exclude tuberculosis. 

e) The attention of examining physicians is 
particularly directed to the necessity of exercis- 
ing great conservatism in their interpretation of 
physical signs over the apices. Misinterpreta- 
tion of such signs as an indication of active 
tuberculosis would in many cases do the Gov- 
etnment an injustice by leading to the exclusion 
of men who are fit for service. 

f) Certain signs, such as the following may 
arouse suspicion, but unless x-ray and other 
studies reveal definite evidence of disease they 
Will be disregarded. 

(1) Slightly harsh breath sounds and slightly 
Prolonged expiration over the right apex above 
the clavicle and the third thoracic spine, and/or 
the same signs at the extreme left apex. 

(2) Slight alteration of the breath sounds any- 
Where in the chest without other abnormal signs. 

(3) Clicks or crepitations which disappear after 
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a few deep breaths or coughs. 

55. Other examinations.—It may be necessary 
to postpone decision in some cases until special 
studies and adequate observations have been 
completed. For example, subacute bronchopneu- 
monia in an upper lobe of the lung may simu- 
late tuberculosis, but proper laboratory studies 
of the sputum and blood and another x-ray and 
physical examination after three or four weeks 
usually suffice to make the differential diag- 
nosis. 

56. Class 1-A.—a) Acute bronchitis, provided 
acceptance is temporarily deferred until a final 
examination shows recovery without disqualifying 
sequelae. 

b) Acute or subacute pneumonia, provided ac- 
ceptance is deferred until a final examination 
shows recovery without disqualifying sequelae. 

c) Sears of operation for nontuberculous empy- 
ema which have been healed for one year or 
longer, provided the function of the lung is 
good. X-ray and physical examination may show 
some fibrous thickening of the pleura, but no 
evidence of any sacculation or other residue of 
the empyema. 

d) Acute or subacute fibrinous pleurisy, defi- 
nitely nontuberculous in origin, provided accept- 
ance is temporarily deferred until a final exami- 
nation shows recovery without disqualifying se- 
quelae. Such pleurisy usually is suspected or dem- 
onstrated on physical examination, not on x-ray 
examination. 

e) Fibrous pleural scars and adhesions, reveal- 
ed most often in the roentgenogram by isolated 
roughening or peaking of an interlobar fissure 
or of the apical pleura, provided there is no evi- 
dence of tuberculosis of the pulmonary paren- 
chyma beyond the limits defined in 56f. 

f) Apparently healed intrathoracic tuberculous 
lesions of slight extent demonstrable in the 
roentgenogram, but producing no audible rales 
after the expiratory cough during physical ex- 
amination. 

The following specifications of the limits of 
such lesions are intended to exclude persons with 
disease which is most likely to be in part caseous 
and therefore potentially hazardous. The limits 
are set arbitrarily to provide an objective basis 
on which the examiner may render a decision. 
All measurements refer to single standard 14 x 17 
inch direct projection roentgenograms. 

These lesions may consist of— 

(1) Calcified residues of lesions of the intra- 
thoracic lymph nodes, provided none of these 
exceeds an arbitrary limit of 1.5 cm. in diameter 
and the total number of such lesions does not 
exceed five. 

(2) Calcified lesions of the pulmonary paren- 
chyma, provided the total number of these does 
not exceed ten; and one of these may equal 
but not exceed 1 cm. in diameter; but none of 
the remainder may exceed 0.5 cm. in diameter. 

In the roentgenogram such calcified lesions 
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should appear isolated, sharply circumscribed, 
homogeneous and dense. 

In the case of lesions as defined in para- 
graphs 56f and 57c, the history should not reveal 
any previous definite symptoms or clinical evi- 
dence of active pulmonary tuberculosis. In no 
case is a person acceptable if there is evidence 
of an active inflammatory tuberculous process 
or evidence of past or present tuberculous cavi- 
tation. 

g) Fracture of the rib or ribs, provided accept- 
ance is temporarily deferred until a final exami- 
nation shows recovery with or without deformity, 
and provided the residual deformity, if any, does 
not interfere seriously with respiratory move- 
ments. 

h) Benign tumors of the breast or of the chest 
wall, provided the mass does not interfere with 
the wearing of a uniform or military equip- 
ment. 

i) Small palpable lymph nodes of the axilla 
which apparently are not evidence of active dis- 
ease. 

57. Class 1-B.—a) Deformity of clavicle, ribs, 
or scapula of a degree disqualifying for general 
military service but not preventing the individual 
from successfully following a useful vocation in 
civil life. 

b) Chronic bronchitis which is mild and not 
associated with emphysema. 

c) Small fibroid lesions represented in the 
roentgenograms as sharply demarcated strand- 
like or well defined small nodular shadows not 
exceeding a total area of 5 sq. cm., provided 
that acceptance is deferred until subsequent ex- 
amination demonstrates that the lesion is sta- 
tionary and not likely to be reactivated. The 
minimum period of time to determine this is 
six months. It must be recognized that either 
progression or regression of the lesion indicates 
instability. Clinical judgment taking into con- 
sideration other factors, including age and race, 
must be exercised in estimating the likelihood 
of reactivation. Experience indicates a greater 
likelihood of reactivation of a lesion that ap- 
pears to be stable in persons under 25 years of 
age than in older persons.* 

58. Class 4.—Disqualifying defects such as— 

a) Tuberculosis of the lungs or tracheobron- 
chial lymph nodes, except as defined in para- 
graphs 56f and 57c. 

b) Fibrinous or serofibrinous tuberculous pleur- 
isy, and serofibrinous pleurisy of unknown origin. 
Inasmuch as pleurisy, with or without effusion, 
is a very frequent manifestation of active tu- 
berculosis, all persons who have apparently re- 
covered from pleurisy should be examined with 
the greatest care. Chronic fibrous pleurisy suf- 
ficient to cause marked retraction of the chest 
wall and of the mediastinal organs, or to cause 
a density in the roentgenogram which completely 


* Classify as 1-A (suspended), if applicable. (See 
paragraph 4b (2) (a). 
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obscures a considerable section of the pul 
markings, should be considered disqualifying 

c) Empyema, or unhealed sinuses of the ches, 
wall following operation for empyema. 

d) Chronic bronchitis with emphysema. 

e) Bronchial asthma. 

f) Pulmonary emphysema with impairment y 
function. 

g) Cystic disease of the lung. 

h) Silicosis as represented in the roentgen 
gram by strandlike and nodular shadows, or any 
other form of severe pulmonary fibrosis. 

i) Abscess of the lung. 

j) Bronchiectasis. 

k) Active mycotic disease of the lung. 

1) Tuberculosis of the ribs and other parts 
the chest wall. 

m) Any malignant tumor of the breast or th 
chest wall. 

n) Tumor of the lung, pleura or mediastinun 

o) Spontaneous pneumothorax. 

p) Foreign body in the lung. A person may 
be accepted after a foreign body has been rp. 
moved from a bronchus, provided examination 
shows recovery without disqualifying sequelae’ 

q) Benign tumors of the breast or of the ches 
wall of such size and location as to interfer 
with the wearing of the uniform or military equip. 
ment.* 

59. General considerations.—Examining physi- 
cians should not reject without confirmatory 
evidence persons who allege tuberculosis as 2 
ground for exemption or discharge. Some sd- 
diers may allege symptoms of tuberculosis with 
a view of securing discharge. Some persons may 
be expected to claim the existence of tubercu- 
losis as a ground for exemption and fortify their 
claims by certification of physicians. Such cer- 
tificates will not necessarily be accepted, but e- 
amining physicians will satisfy themselves as 
the physical qualifications by their personal e- 
aminations. There will be cases in which pul- 
monary tuberculosis will have been previously 
diagnosed on the ground of subjective symptoms 
and of physical signs which are without any 
pathological significance. It is necessary, there 
fore, that conclusions of examining physicians 
will be based on their own findings and thet 
own evaluation of the case. Statements of the 
individual as to symptoms will not be accepted 
as an indication of the existence of tuberculosis 
unless supported by objective evidence. Roent 
genograms of the chest made previously may & 
accepted as part of the objective evidence, prt 
vided their authenticity is satisfactorily estab- 
lished. 

On the other hand, men who desire to servé 


tives, symptoms of tuberculosis which they kno¥ 
or suspect to exist. Some tuberculous individuals 
may seek enlistment with a view of obtaininé 
treatment and a pension. 


* Classify as 1-A (Suspended), if applicable. (S 
paragraph 4b (2) (a). 
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DISEASES OF THE CHEST 


Eighth Annual Meeting of the American 
College of Chest Physicians 


HOTEL DENNIS, ATLANTIC CITY, JUNE 6-8, 1942 


The eighth annual meeting of the College 
js just before us. Quoting from a letter re- 
ceived from one of the prominent chest sur- 
geons of this country, he says, “I know only 
too well that the high standard of your meet- 
ings now are a source of increasing interest 
and real professional advancement to all for- 
tunate enough to participate therein.” Thus, 
he refers to the two previous meetings of the 
College. The meeting this year will not only 
maintain the high standard set in these other 
meetings, but should excel them in the timely 
informative material, and the authority back 
of the papers presented. 

The speakers on the regular scientific pro- 
gram are as follows: 

“Results Obtained from the Examination of 
Partitioned Lung Areas,” Dr. Raul F. Vacca- 
rezza and Dr. Alvaro Bence, Buenos Aires, 
Argentina. 

“The Management of Pulmonary Cavities,” 
Dr. William A. Hudson, Detroit, Michigan. 

“Traumatic Rupture of the Diaphragm 
Simulating Pulmonary Tuberculosis. Trans- 
pleural Repair,” Dr. Hans E. Schiffbauer, Los 
Angeles, California. 

“Applied Anatomy of the Tracheobronchial 
Tree and a System of Bronchial Nomencla- 
ture,” Dr. Chevalier L. Jackson and Dr. John 
Franklin Huber, Philadelphia, Pennsylvania. 

“Adequacy of Diabetic Management in the 
Presence of Infection,” Dr. Robert Wood 
Keeton, Chicago, Illinois. 

“Trends in Frequency and Type of Surgical 
Procedures in the Treatment of Pulmonary 
Tuberculosis,” Mr. G. J. Drolet, New York 
City, New York. 

“Tuberculosis Case Finding by New Meth- 
ods in Philadelphia,” Dr. Frank Walton Burge, 
Philadelphia, Pennsylvania. 

“Environment and Resistance in Tubercu- 
losis,” Dr. William F. Peterson, Chicago, IIli- 
Nois. 

“Pulmonary Tuberculosis Secondary to the 
Rupture of Cold Abscesses into the Lung,” 
Dr. 0. Auerbach, New York City, New York. 

“Diagnosis and Treatment of Renal Tuber- 


culosis,’’ Dr. Herman L. Kretschmer, Chicago, 
Illinois. 

“A Common Masquerading Lung Disease,” 
Dr. Richard H. Overholt, Brookline, Massa- 
chusetts. 

This year, we have also arranged for a 
Joint Session with the American Broncho- 
Esophagological Association, meeting in the 
twenty-fifth anniversary of their founding, 
so that on Monday, June 8, the following 
speakers can be heard: 

Dr. Paul H. Holinger of Chicago, Illinois— 
“Kodachrome Visualization of the Physiolo- 
gy and Pathology of the Tracheo-bronchial 
Tree.” 

Dr. Louis H. Clerf and Dr. C. J. Bucher of 
Philadelphia, Pennsylvania—“‘Adenoma (Mix- 
ed Tumor of the Bronchus).” 

Dr. Ralph C. Matson of Portland, Oregon— 
“Bronchoscopic Aids in Chest Surgery.” 

Dr. Joseph W. Peabody of Washington, D. C. 
—‘Bronchoscopic Aids in Medical Conditions 
Within the Chest.” 

“Information Please” will again be one of 
the highlights of this session, with a noon- 
luncheon meeting on Saturday, June 6. 

There will also be sessions of great impor- 
tance on Military Preparedness, and the pres- 
ent situation of the health of our armed forces 
and the possibilities of their future needs. 
Outstanding leaders from the various armed 
services of our country will be the speakers. 

A session on Undergraduate Medical Edu- 
cation will also be another feature during 
the meeting. 

The usual Governors and Presidents Ban- 
quets will be found on the program, and at 
the President’s Banquet this year a symposium 
by leaders from Pan-American countries will 
be given, the subject material pertaining to 
the tuberculosis situation in these various 
countries. 

We expect a large turn-out for this most 
important meeting. Just prior to this meet- 
ing, an examination is being held for quali- 
fying Fellowship candidates. 

Benjamin Goldberg. 
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DISEASES OF THE CHEST 


May 


Organization News 


NEW ENGLAND STATES CHAPTER OF 
COLLEGE TO BE ORGANIZED 


The following program has been prepared 
for the meeting of the New England States 
Chapter of the College to be held at the 
Harvard Club, Boston, Massachusetts, May 18: 

6:00 P. M.—Dinner. 

7:00 P. M.—“The Chest Specialist and the 
War Effort,”” Murray Kornfeld, Chicago, Illi- 
nois, Executive Secretary, American College 
of Chest Physicians. 

Adoption Constitution and By-Laws, New 
England States Chapter, American College of 
Chest Physicians. 

Election of Officers. 

8:00 P. M.—Scientific program, “Problems 
and Difficulties in Treating Tuberculosis 
Among Mentally Ill Patients,” A. A. Leonidoff, 
M.D., Poughkeepsie, New York. Discussion to 
be opened by M. Gene Black, M.D., Boston, 
Massachusetts. 

Moses J. Stone, M.D., Boston, Massachu- 
setts, Regent, American College of Chest Phy- 
sicians, presiding. 

The American Psychiatric Association will 
hold its annual meeting at Boston, May 18-22 
and Dr. Leonidoff’s paper will be discussed 
by eminent psychiatrists as well as by chest 
specialists. These two meetings afford a splen- 
did opportunity for joint discussion of the 
problem of tuberculosis in mental and ner- 
vous hospitals. The meeting will be open to 
all physicians and the members of the Col- 
lege in the New England States are urged to 
attend this meeting. For reservations, please 
contact Dr. Moses J. Stone, 520 Beacon Street, 
Boston, Massachusetts. 


ILLINOIS CHAPTER TO MEET 


The Illinois Chapter of the American Col- 
lege of Chest Physicians will hold its annual 
meeting at the Leland Hotel, Springfield, Illi- 
nois, May 19. The following program has 
been arranged: 

11:00 A. M.—Business Meeting (Election of 
Officers). 

12:00 Noon—Luncheon. 

Motion picture: “Bronchial Obstruction as 
Visualized by Bronchoscopic Cinematogra- 
phy,” Paul H. Holinger, M.D., Chicago, III. 

Papers on subjects dealing with tuberculosis 
and diseases of the chest will be presented in 
158 


the following Sections of the State Medical go. 
ciety program by Fellows of the College: 
Section on Obstetrics and Gynecology: py 
F. M. Meixner, Peoria. 
Section on Radiology: Dr. Arthur S. Webp, 
Glen Ellyn. 
Section on Otolaryngology: Dr. Paul 4 
Holinger, Chicago. 
Darrell H. Trumpe, MD. 
Secretary-Treasurer 
Springfield, Illinois 


TEXAS CHAPTER MEETS IN HOUSTON 


The Texas Chapter of the American Col- 
lege of Chest Physicians will hold its annual 
meeting at the Rice Hotel, Houston, Texas, 
May 11. An interesting program has been 
arranged for this meeting. Dr. Ralph C. Mat- 
son, Portland, Oregon, Editor, Diseases of the 
Chest, will be the guest speaker and he will 
give a paper entitled “Thoracoscopy in the 
Diagnosis and Management of Intrathoracic 
Tumors.” For further particulars and for res- 
ervations for the meeting, please contact Dr. 
C. J. Koerth, Secretary-Treasurer, Texas 
Chapter, W. O. W. Hospital, San Antonio, 
Texas. 


CUBAN MEDICAL PREPAREDNESS 
COMMITTEE 


The Cuban Chapter of the American Col- 
lege of Chest Physicians has been invited to 
appoint two delegates to the Committee on 
Medical Preparedness for Cuba. Dr. Antonio 
Navarette, Regent of the College, and Dr. Al- 
fredo Antonetti have been appointed by the 
Cuban Chapter for representation on this im- 
portant committee. 

The Executive Office of the College has 
made available to the Cuban delegation, the 
information on medical preparedness which 
has been carried on in the United States dur- 
ing the past two years. 


NOMINATING COMMITTEE REPORTS 

The following have been proposed by the 
Nominating Committee for election to office 
for the coming year: Dr. Jay Arthur Myers, 
Minneapolis, President-elect; Dr. George Orn- 
stein, New York City, First Vice-president; Dr. 
Richard Overholt, Brookline, Massachusetts, 
Second Vice-president. 
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NORTH CAROLINA TO ORGANIZE 
CHAPTER OF COLLEGE 


a meeting of the members of the College 
in North Carolina will be held at Charlotte 
on May 13 for the purpose of organizing a 
chapter of the American College of Chest 
physicians. An interesting program has been 
arranged for this meeting and a motion 
picture on Artificial Pneumothorax will be 
shown. There will be a dinner for the mem- 
pers of the College and their guests in con- 
nection with the meeting and for further par- 
ticulars, please contact Dr. Karl Schaffle, 603 
Flatiron Building, Asheville, North Carolina, 
Governor of the College for North Carolina. 


LUNCHEON MEETING 


Council on Military Affairs of the College, 
Hotel Dennis, Atlantic City, June 7, 1942. 


Program 


Chas. M. Hendricks. M.D., El Paso, Texas, 
Chairman. 

“Tuberculosis in the Army,” Brig. General 
C.C. Hillman, Washington, D. C. 

“Tuberculosis in the Navy,” Commander 
Robert E. Duncan, Washington, D. C. 

“Present Status of the Tuberculosis Prob- 
lem in the U. S. Veterans Bureau,” Roy S. 
Wilford, M.D., Washington, D. C. 

“Tuberculosis Control in National Defense,” 
H. E. Hilleboe, M.D., Washington, D. C. 

“The Relationship of the A. M. A. to the 
Tuberculosis Problem with Regards to the 
Above Services,’ Fred Rankin, M.D., Lex- 
ington, Kentucky, President-elect, American 
Medical Association. 
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SCIENTIFIC EXHIBITS FOR ATLANTIC 
CITY MEETING 


The following scientific exhibits prepared 
by Fellows of the American College of Chest 
Physicians have been accepted by the Coun- 
cil on Scientific Exhibits of the American 
Medical Association: 

Epidemiology of Tuberculosis in the Argen- 
tina (Its Influence on the Human Economic 
Value), Dr. Raul F. Vaccarezza, Buenos Aires, 
Argentina. 

Results Obtained from the Examination of 
Separaie Lungs, Dr. Raul F. Vaccarezza, 
Buenos Aires, Argentina. 

The Role of Fungi in Diseases of the Chest, 
Dr. Irving L. Applebaum, Newark, New Jer- 
sey. 

Criteria for Selection of Treatment in Can- 
cer of the Larynx, Dr. Chevalier L. Jackson, 
Philadelphia, Pa. 

Photography of the Larynx, Tracheobron- 
chial Tree and Esophagus, Dr. Paul H. Hol- 
inger, Chicago, Illinois. 

The above exhibits will be shown in the 
General Scientific Assembly, Convention Au- 
ditorium, Atlantic City, at the time of the 


“meeting of the American Medical Associa- 


tion, June 8-12, 1942. 


WANTED: Resident physician for 100 bed tubercu- 
losis sanatorium near Chicago. State initial salary 
expected; age; and time available. For further par- 
ticulars, address, Box A, Suite 1030, 500 North Dear- 
born Street, Chicago, Illinois. 


SANATORIUM 


(MARYKNOLL SISTERS) 
MONROVIA, CALIFORNIA 


A sanatorium for the treatment of tubercu- 
losis and other diseases of the lungs. Lo. 
cated in the foothills of the Sierra Madre 
Mountains. Southern exposure. Accommo- 
dations are private, modern and com 
fortable. General care of patient is condu- 
cive to mental and physical well being. 


SISTER MARY EDWARD, Superintendent 


E. W. HAYES, M.D., Medical Director 
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OBITUARIES 


CHARLES ALFRED DUKES 
1872-1942 

Dr. Charles Alfred Dukes, Oakland, Cali- 
fornia, a Fellow of the American College of 
Chest Physicians, died at a local hospital 
on March 13 at the age of 69 years. Dr. 
Dukes was born in Numa, Iowa, April 23, 
1872, and graduated from the Cooper Medi- 
cal College, San Francisco, in 1895. For many 
years he was a visiting surgeon at the Vet- 
erans Administration Facility at Livermore, 
California, and he was also a member of 
the staffs of the Merritt Hospital, the High- 
land-Alameda County Hospital in Oakland, 
and the Fairmont Hospital in San Leandro. 
He was Vice President of the American Med- 
ical Association and Vice President of the 
California Chapter of the American College 
of Chest Physicians at the time of his death. 
In the California State Medical Association, 
he had occupied practically all offices in- 
cluding that of President. He gave freely of 
his time to public service and to medical or- 
ganizations. In the American Medical As- 
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sociation, he had served previously as a mem. 
ber of the House of Delegates from 1933 4 
1938 and in 1940. In 1940 he became a men. 
ber of the Committee on Medical Prepared. 
ness and more recently had been made Chair. 
man of the Corps Area Committee of the 
Procurement and Assignment Service for phy. 
sicians, dentists and vetinarians. He was, 
Fellow of the American College of Surgeon; 
of which he was former Vice President. fp 
every phase of medical activity in Califor. 
nia, his wise judgment and leadership hag 
been highly prized and in recent years equally 
in all phases of national concern, especially 
in the work of preparedness and of medi- 
cal service in the war had he given unstintetly 
of his time—traveling from the West Coast 
to Chicago and Washington to participate in 
essential conferences. The death of Dr 
Charles Alfred Dukes is a great loss to our 
country and to the medical profession. 


DR. ANDREW PETERS 
1890-1942 


Dr. Andrew Peters, Springfield, Massachv- 
setts, a Fellow of the College, died on January 
8, 1942. Dr. Peters was graduated from the 
College of Physicians and Surgeons, Colun- 
bia University, in 1914. He served as Chief 
of Tuberculosis Service and Clinics of the 
Springfield Health Department Hospitals since 
1936. He was a member of the National Tu- 
berculosis Association and the Trudeau So- 
ciety of Massachusetts. Dr. Peters contributed 
a number of papers to several medical jour 
nals. 


DR. JAMES RANDALL COOPER 
1903-1942 


Dr. James Randall Cooper an Associate 
Member of the College, died on February |. 
1942. Dr. Cooper was graduated from the 
University of Nebraska College of Medicine 
in 1932 and had served on the staff of the 


State Tuberculosis Sanatorium at Rockville. 


Indiana, for several years. At the time of his 
death, Dr. Cooper was serving as Superinten 
dent of the Smith-Esteb Tuberculosis Ho 
pital at Richmond, Indiana. 
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